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FOREWORD 


A New Generation—A New Ferment 


*~ To those of us who take the long view in the effort to cover the 
United States with full-time health departments, this volume marks a 
milestone. A new ferment is freshly under way which contains great 
promise. 

It must be gratifying to the earlier leaders in this promotion, espe- 
cially the late Dr. Haven Emerson, whose persistent interest has stimu- 
lated and chastened us all, that these spokesmen of the new generation 
are so emphatic and so soundly based. It was, of course, apparent 
more than a decade ago that we must have county or district health 
departments to deliver the essentials of modern public health and that 
the thousands of village, town, township, and city departments then exist- 
ing were manifestly inadequate. To be sure many of these inadequate 
departments still exist in spite of the march of consolidation and inte- 
gration. But there is no longer any doubt of the need for larger 
administrative units. And it is especially fitting that the present con- 
cern reflected in this volume should be with services rather than with 
structure. This is a sound emphasis. 

The volume before us is a challenge to each of the professional 
groups concerned with health services to clarify for the citizen the 
technical needs which he has. We must state and restate in simple 
terms what he must have in the way of health services for community 
health and safety and how they may be organized. A public awareness 
that grows out of such widespread information is the surest foundation 
on which we can hope for action at local, state, and federal levels to 
accomplish what we are after. 

This volume is warmly commended to a wide readership. It con- 
cerns some of the most critical elements in our national well-being. 


Recinatp M. Atwater, M.D., Dr.P.H. 
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INTRODUCTION 


"A Movement .. . for All Americans" 


*¥ In 1947 Dr. Haven Emerson wrote in a foreword to another supple- 
ment to the American Journal of Public Health: * “Here is the sub- 
stance out of which the health statemanship of a democracy is built.” 
In the present supplement is recorded a moment—perhaps a significant 
moment—occurring a decade later in the continuing movement toward 
community public health services for all Americans. 

This decade of work of the National Advisory Committee on Local 
Health Departments (of which we can speak only as’ latter-day par- 
ticipants) has by no means been a period of success or even always of 
definite progress toward the goal. But in the last several years a re- 
awakening has become increasingly evident. It rather appears that 
the Advisory Committee’s ninth meeting in Cincinnati marked an 
upward turning point in interest and in confidence that progress is 
possible. The reader may judge for himself whether our hopes are 
well founded. 

The National Advisory Committee on Local Health Departments is 
a semiautonomous group within the National Health Council. Its 
membership is made up of representatives from 70 civic and fraternal 
organizations and national health agencies, working together: (1) to 
improve local community health services, (2) to promote improved 
relationships between voluntary and official local health organizations, 
and (3) to study and promote a variety of types of organizational 
structures through which the best possible local community health 
services can be provided. 

The Cincinnati meeting, held in conjunction with the 1957 National 
Health Forum of the National Health Council, reflected a shift in em- 
phasis and in determination on the part both of citizen and “consumer” 
representatives, and of professional persons in the health fields. It was 
perhaps more than coincidence that the tenor of discussions in the 
meeting found counterpoint in the report of the National Advisory 
Committee on Local Health Department’s Long-Range Program Com- 
mittee + as follows: 


“The Advisory Committee in the past has given primary emphasis to helping 
official public health agencies promote or complete coverage in the field, with 
special importance placed on stimulation of more county health departments. 
Now, as an integral part of the National Health Council, it should be more con- 
cerned with mutually arrived at decisions between representatives of official 
agencies and voluntary agencies to the end that more complete community health 
protective services be supplied throughout the nation. 

“|. . The gap in understanding between informed laymen and professional 


* Proceedings of the National Conference on Local Health Units, University 
of Michigan School of Public Health, Sept. 9-13, 1946. Suppl. to A.J.P.H. 37, 
(Jan.) , 1947, 160 pp. 

+NACLHD Long-Range Program Committee. Berwyn F. Mattison, M.D., 
M.P.H., Chairman; Clarissa E. Boyd, M.P.H.; Howard Ennes, M.P.H.; George 
James, M.D., M.P.H.; Sherwood A. Messner; and Emil Palmquist, M.D., M.P.H. 
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INTRODUCTION 


public health workers is constantly decreasing . . . (and) more confidence is, 
and should be, placed in citizen participation in health matters. This change 
should be reflected in the functions of the Advisory Committee and in its relation- 
ship to the National Health Council. 

“. . . This broadened function would attempt primarily to go beyond the 
objective of promoting county or district health departments as such and would 
shift its emphasis to the primary objective of assuring more people of the nation 
of adequate tax supported health protective services, which in most cases is the 
county health department but in any event through whatever means seem best 
suited to the individual community. This shift is in part due to the growing 
conviction that we have not been successful enough in performing the latter objec- 
tive through the emphasis on structure. . . .” 


Such was the climate of opinion in which the ninth meeting convened, 
and in which the Advisory Committee is now moving ahead. We hope 
this document will serve a useful purpose in stimulating further study 
and discussion—above all, in fostering concerted action by all con- 
cerned with the improvement of community health services for all 
Americans. 

We are most grateful to the American Public Health Association and 
the editors of the Journal for accepting these papers for publication 
and in expediting their appearance. To the program arrangers, to the 
individuals who assembled and edited the material, to the persons whose 
remarks appear herein, we are indebted not only for their time and 
energy, but their imaginative grasp of the issues. It is a matter of 
sincere regret that many significant contributions could not be included. 
All who witnessed the proceeding will recognize, however, that the 
words and concepts of this report are merely symbolic of the lively 


exchange of experience, ideas, and hopes the meeting brought forth. 
SHERWoop A. MEssNER, Chairman, 1955-1957 
Crarissa E. Boyp, M.P.H., Chairman, 1957-1958 


National Advisory Committee on Local 
Health Departments 
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Purpose and Nature 


* The word “critique” in the title of 
this document was selected to suggest 
the need for discriminating judgment, 
perhaps with a touch of severity, in re- 
viewing the present status of official 
health services at the community level. 

The occasion reported upon is the 
Working Conference on “Birth—Care— 
Growth of Community Official Health 
Services” sponsored by the National Ad- 
visory Committee on Local Health De- 
partments at its Ninth Annual Meeting 
held in Cincinnati, Ohio, March 19, 
1957. 

From the printed program we take 
this description of the Working Confer- 
ence as a meeting ground “where ex- 
perienced and concerned official agency 
leaders share their problems with key 
representatives of voluntary health 
agencies, professional societies, citizen 
groups, labor, management, and other 
community forces.” 

In this document an attempt has been 
made to retain the air of informality 
and give and take which marked the 
discussions. The included presentations 


"We Need Each Other" 
ERNEST B. HOWARD, M.D., M.P.H. 


I shall bring you greetings in a 
moment, but first I should like to make 
two or three specific points. One is 
that we need each other. And when I 
say we, I mean the American Medical 
Association, physicians in general, par- 
ticularly practicing physicians, and pub- 
lic health and all that this means. 

I cannot think of a better example 
of this partnership through which we 
can do so much than the recent polio- 
myelitis vaccine campaign. The AMA 


have therefore been edited for publica- 
tion primarily in the interest of space. 
Some usual elements of a “proceedings” 
have been omitted, notably any effort 
to report on the group discussions or 
the summary plenary session. We have 
chosen to reflect the discussions through 
the words of the “commentators” with 
the hope that their remarks, in the con- 
text of surrounding papers, will stimu- 
late contemplation of the issues on the 
part of the reader. This was, in any 
event, the impact upon those participat- 
ing in the Working Conference (listed 
in Appendix III)—all of whom must be 
considered as sharing authorship of this 
document. 

In point of time, it was at the dinner 
that words of welcome and greeting 
were extended by the American Medical 
Association, the National Health Coun- 
cil, and the Association of State and 
Territorial Health Officers. In point of 
fact, these comments reflected so well 
the tone and setting of the discussions 
they are presented as forewords express- 
ing the theme enunciated by Dr. Howard. 


did something that was rather unusual 
when they decided in January of this 
year to promote a program of vaccina- 
tion. The Board of Trustees formally 
adopted a resolution recommending that 
all the state societies be asked to send 
representatives to a national meeting, 
which was called for January 26 in 


Chicago. Subsequently there developed 


Dr. Howard is assistant secretary, American 
Medical Association, Chicago, Il. 
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a tremendous vaccination program, cer- 
tainly due in part to the efforts of the 
physicians, the AMA, and the state and 
county medical societies. Unfortunately 
it is beginning to outrun the supplies of 
the vaccine—the only unhappy circum- 
stance of this program. 

This example illustrates better than 
anything to which I could refer the op- 
portunity that is presented to us as a 
partnership to do a job. So we need 
each other. 

Now I would like to make one other 
point, one that was mentioned today 
two or three times. In developing your 
public health program I want to urge 
you first to keep close liaison with the 
medical society. 

Now I am aware you will not always 
receive what you consider is sympathetic 
consideration or appropriate evidence 
of the medical society’s concern. Never- 
theless, in the long run what you achieve 
in public health must be built on a 
partnership of effort and a partnership 
of understanding, as in so many other 
instances to which we could refer. 
Failures to reach an objective in the field 
of health are often due to a lack of 


%§ A little over a year ago I was privi- 
leged to spend about two and a half 
months in Asia. Although many things 
there are so much like things here, one 
that I found truly different was that you 
never knew how to get across this con- 
cept of a voluntary moment. This con- 
cept is almost unknown in Asian coun- 
tries—people, themselves, raising money 
for something in the health fiield, and 
joining up with tax-supported organi- 
zations to do something. But here 
we have a long and proud tradition 
of spearheading ideas, ~f starting 
things, of spark-pluggir, demonstra- 
tions through private efforts. As Dr. 
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LEONA BAUMGARTNER, M.D., M.P.H., F.A.P.H.A. 


understanding of the contending forces. 
There are times when the needs and the 
immediate objectives of the practicing 
physician may seem to him different 
from the needs of the public health 
physician and his ancillary aids. From 
my experience, I feel strongly that these 
differences can be resolved, but they 
require a very close liaison—constant 
meetings with each other to determine 
where you are going and what your 
legitimate objectives may be. 
Practicing physicians realize that they 
alone cannot solve the health problems 
of the nation. They feel quite strongly 
that they can solve almost alone many 
of the problems of individual people, 
but they know just as you do that there 
are many endeavors, such as the polio- 
myelitis vaccine program which re- 
quire collaborative effort by physicians, 
nurses, and so many of the ancillary 
healing arts groups. The AMA realizes 
that it needs you in order to do the 
job that its members like to do. So I 
say in closing that I feel honored in 
having been asked to come here and I 
am very happy to bring the greetings 
of the American Medical Association. 


Howard has just said, unless we can 
have a continuing partnership with tax- 
supported efforts in our community— 
whether you call it a local health depart- 
ment, a community health service, a 
regional group or anything else—I do 
not believe we can maintain the kind of 
ideals that we are striving for. 

I would like also to pick up the same 
example that Dr. Howard used (and 
maybe just poke fun a little bit at the 
national organizations) by pointing out 


Dr. Baumgartner is commissioner of health, 
New York City, and 1956-1957 president of 
the National Health Council. 
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that it was five county medical societies 
and maybe five or six or 20 little towns 
that started this polio vaccination pro- 
gram in combination with the local 
health department. As a matter of fact, 
it was on December 3 that our county 
medical societies did this. We began 
talking about it in October and after 
that the nationals got around to it. So 
I am all for this local kind of movement, 
you see. 

I do not think there is anyone in this 
room who will not pay respect tonight 
to the kind of leadership that the Na- 
tional Foundation for Infantile Paraly- 
sis played in the development of a polio 
vaccine. But let us remember that in 
getting this job done after the research 
was done, after the demonstration, it 
was only this kind of partnership that 
made it work. And in the health de- 
partment I referred to some two and 
a half million shots were given through 
the tax-supported agency, and about one 
and a half million were given in doctors’ 
offices—and for a very good reason, 
because the organized program was 
started partially through the local health 
department as a community effort. 

Let us take another example: The Na- 
tional Tuberculosis Association and the 
local tuberculosis associations in our 
area started the first mass x-ray sur- 
veys. Today the health department is 
taking 3,000 a day, while in industries 
(many of the programs started jointly 
between a voluntary agency and gov- 
ernment) are taking about 1,800 a day, 
and hospitals about 400 a day. This is 
indeed a partnership job. 

Or take a newcomer, so to speak, in 
the voluntary health agency field, the 
cerebral palsy group. We find in this 


particular town six wonderful schools 
associated with the public school sys- 
tem that have treatment facilities, re- 
habilitation facilities, and so on. But 
how did that get started? In a co- 
operative venture between the locally 
tax-supported health department and 
the voluntary agency. 

And obviously in this particular town 
(and let it be nameless, although I know 
it rather well) many of these things 
would not have happened without the 
kind of partnership that we are talknig 
about tonight. The real point I would 
like to make is, that we are not nearly 
courageous enough in exploiting this 
policy, this kind of partnership. It is a 
wonderful idea and I wonder what 
makes us so timid about really exploit- 
ing it as much as we might. Why are 
we so afraid to make it work? Why do 
we always let people put up little kinds 
of silly questions and say “Oh, maybe 
we better watch out about so and so or 
watch out about this and that.” 

It seems to me also, if I hear correctly 
the tune of the times, that the time for 
us to enter into this kind of partnership 
is much closer than we think. For the 
people, the public, are asking—they are 
not only asking, they are almost telling 
us—to hurry up, because they too are 
going to get into this partnership of 
making healthier citizens of us all. They 
are interested in the things that we are 
interested in. They think they have a 
stake in them and we know they do. 

So I would say, in our good Ameri- 
can tradition, with a wonderful pioneer- 
ing principle of cooperation between 
voluntary efforts and _tax-supported 
efforts: Let us be more courageous in 
the years ahead of us. 


¥ 
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RALPH E. DWORK, M.D., M.P.H., F.A.P.H.A. 


*$ It is a real pleasure and a real privi- 
lege first of all to extend to you a word 
of welcome on this your Ninth Annual 
Meeting of the National Advisory Com- 
mittee on Local Health Departments. 
We are truly delighted that you should 
have thought to bring the meeting to 
Cincinnati and to Ohio the very first 
time away from New York. Bringing 
the National Health Forum and delib- 
erations of the National Advisory Com- 
mittee to the people is to our minds a 
truly healthy departure from tradition. 
It will stimulate and guide many well 
intentioned health workers who cannot 
get to New York. 

I also bring you greetings and good 
wishes of the Association of State and 
Territorial Health Officers. Probably 
no group is more intimately concerned 
with the birth, the care, and the growth 
of community official health services 
than state health officers. These are 


problems which face them every day, 


day in and day out. They have done 
much to stimulate local health initiative 
toward the creation of responsible health 
agencies. They are continuing to spend 


time, money, and effort to consolidate 
the multiplicity of official agencies, 
many of them so small as to be incap- 
able of doing an adequate job. I do 
not have to tell an audience such as this 
that the task is not an easy one. 

We talk today, all of us, about the 
factors that go into this lack of success: 
basic inertia, lack of understanding on 
the part of the public, the desire to re- 
tain local political prerogatives, the fear 
of losing out by vested interests—these 
are but some of the obstacles that con- 
front us. It is our hope, however, that 
arguments of time and efficiency will 
triumph in spite of these obstacles. I 
need not say, yet I will say, that the 
Association of State and Territorial 
Officers is vitally interested in the de- 
liberations going on here today, and is 
dedicated to the implementation of rec- 
ommendations that come out of meet- 
ings such as this. 


Dr. Dwork is director of the Ohio State 
Department of Health, Columbus. He repre- 
sented the Association of State and Territorial 
Health Officers at the Working Conference. 


Toward a Constructive Appraisal of Community 
Health Services 


HOWARD ENNES, M.P.H., F.A.P.H.A. 


*$ Economic and social advances can- 
not be the sole criteria for measuring 
the worth of the community. Popula- 
tion expansion and movement and the 
consequences of scientific research are 
putting the squeeze on American com- 
munities to develop a third yardstick: 
health services. How good are the basic 
health services in your community to- 
day? How well prepared are they for 
the emerging problems? 

If we are to close the gap between 
what we know about health promotion 
and disease control, and what we do 
about these things, all the residents of 
every city and county must have the 
benefits of a well organized system of 
official and voluntary health services, 
staffed by well trained and technically 
competent personnel. 

Public health service is no part-time 
job—it requires full-time, trained, pro- 
fessional personnel dedicated to their 
work. Public health, however, has out- 
grown clothes cut to fit only the pro- 
fessional with his technical knowledge 
and expertise. Now the issues are 
bigger; every resident of the community 
is involved—each must accept responsi- 
bility for personal action to protect his 
own and his family’s health. The crea- 
tion, the maintenance, and the develop- 
ment of a public health service no 
longer is a part-time community job— 
it requires an alert, informed, organ- 
ized, and responsible citizenry. 

A “new look”—a hard look, a candid 
and constructive look—at community 
health services is in order, and this is 
the purpose of this Working Confer- 
ence . . . recognizing the limited “first 
step” nature of our circumstances here 


today. 


A concept of the elements involved in 
a constructive appraisal of current status 
and future needs for community health 
services is indicated in two studies just 
completed by the National Advisory 
Committee on Local Health Depart- 
ments. In one, (Appendix I) the state 
officials concerned with local health serv- 
ices were queried; in the other, (Ap- 
pendix II) national voluntary health 
agencies were asked a series of ques- 
tions about the problem. 
: The official health authorities spot- 
lighted as a basic problem that of ob- 
taining adequate financial support, but 
they went on to underscore several 
other major tasks: The need for joint 
community study of health problems, 
and for program planning; realistic 
evaluation of what is needed in the way 
of health services, and what can be pro- 
vided; the critical problem of obtaining 
more personnel, and making better use 
of those available; broadening the base 
of community health services both 
geographically by consolidating areas 
covered, and by integrating rather than 
dispersing services among several de- 
partments 

Public apathy, disinterest, and lack 
of understanding were seen as facets of 
a larger problem—that of securing an 
active community-based participation in 
the evaluation, planning, and provision 
of community health services. One 
health officer in considering these facts 
stated his conviction plainly and force- 


Mr. Ennes is director, Bureau of Public 
Health, Medical Department, Equitable Life 
Assurance Society of the United States, New 
York, N. Y.; and program coordinator for 
the Working Conference. 
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fully: “It is the obligation and respon- 
sibility of the local health officer to 
bring local community leaders into dis- 
cussions of the development and plans 
for modifications of existing programs 
and possible development of new pro- 
grams.” 

A large share of responsibility, health 
officials noted, falls on the shoulders of 
the professionals. As one official com- 
mented: “The health department cannot 
continue unless the community can see 
the results of its assistance. Commu- 
nity support cannot be demanded. It 
must be earned.” 

The health authorities recognized that 
more leadership was required in coping 
with such problems as aging, chronic 
disease, accident prevention, rehabilita- 
tion, water and air pollution, and 
mental illness. Many felt that long 
overdue was a broad investigation of 
the changing role of health departments 
and the development of new technics 
where older and more traditional pat- 
terns of health services appear inade- 
quate. 

Leaders of national voluntary health 
associations were unanimous as to the 
value of health services provided by 
community official agencies, and were 
emphatic in stating the importance of 
cooperation between the voluntary agen- 
cies and the official departments. As 
Working Paper No. 2 indicates, “prac- 
tically none of either the traditional, 
special, or newer services of health de- 
partments are without importance to one 
or more of the reporting voluntary 
agencies. Public health nursing, health 
education, communicable disease con- 
trol, vital statistics, maternal and child 
health services, were most frequently 
mentioned . . . rehabilitation, case find- 
ing, case registers, clinics, nutrition 
programs, industrial hygiene and occu- 
pational health services, program plan- 
ning, interpretation of the voluntary 


agency, epidemiological studies are 
some of the other services expected.” 

As one national executive put it: 
“Local affiliates are advised to work on 
the presumption of technical competence, 
intelligence, and good faith of public 
officials as a basis for discovering needs 
in public services and for collaborating 
with public officials in meeting these 
needs—and also in surveying local 
facilities to determine needs.” 

These and similar comments suggest 
the breadth and depth of responses to 
our informal inquiry—and Appendixes 
I and II are worth reading for all 
concerned. 

In many respects, what is left unsaid 
and what is glossed over pose the most 
provocative thoughts. If one wishes to 
be critical, the word “superficial” fits 
many of the responses; and in more than 
a few there are evidences of a narrow- 
ness of interest, a preoccupation with 
the traditional, an unwillingness to step 
forward into the less well known. 

But withal there also are clear indi- 
cations of a growing ferment, an un- 
easiness with standing pat, an urge to 
get “in tune with the times.” In the 
very specificity of many comments there 
appears a curious mixture of past and 
future—a wonderfully curious grasp of 
the notion that public health is a func- 
tional, developmental field which moves 
ahead in terms of adapting (as all viable 
things must) its tested technics to new 
cirumstances. 

This Working Conference is one step 
in the adaptive process. Whether it 
will prove positive or negative remains 
to be seen. Partly it will depend on 
how successful we are today in com- 
municating effectively with one another. 
Partly it will depend on the wisdom and 
sound grounding of our recommenda- 
tions. And whether this is a construc- 
tive moment will be measured by how 
we later apply ourselves—at home. 


‘ 
4 
4 
4 
Pit 
| 
~ 
At 
ik 
it 
ft 


THE ISSUES 


BIRTH: Problems Associated with the Creation of 
Effective Community Official Health Services 


As seen by LORIN E. KERR, M.D., M.S.P.H., F.A.P.H.A. 


*~ A decade of experience in coal min- 
ing communities provides specific ex- 
amples of the problems associated with 
the creation of effective full-time health 
units. The exhaustive “Medical Survey 
of the Bituminous-Coal Industry” con- 
ducted by Rear Admiral Boone in 1946 
revealed that public health and sanita- 
tion in coal mining communities were 
“a disgrace to the nation.” The sur- 
vey reported that the majority of the 
water supplies were “subject to pollu- 
tion”; only a small percentage of the 
privies (the most common method of 
sewage disposal) could meet authorita- 
tive standards; less than 50 per cent of 
the milk marketed in most communities 
was pasteurized; infant mortality rates 
were considerably higher in coal mining 
counties than elsewhere in the same 
state; and accurate communicable dis- 
ease statistics were unavailable. 
Essentially the same conditions were 
described in government investigations 
25 and 50 years before. In faci, the 
Boone Report stated that “the disease- 
breeding privies that were the despair 
of earnest reformers earlier in the pres- 
ent century have persistently survived.” 
The Report commented, “if it is custom 
and tradition that mine families shall 
exist in squalor, it is time for that cus- 
tom and tradition to be abolished.” 
The major health problem, however, 
which has consistently plagued the miner 
has been the payment of hospital and 
doctor bills. The miner placed this 
first, as have other workers, because 
good health and the ability to work are 
his only capital resources and these must 


be conserved. Experience also indicated 
that dependents must be similarly pro- 
tected to avoid the economic burden 
and distress created by their illness. 
The efforts of the miners to receive good 
medical care culminated in 1946 with 
the Krug-Lewis Agreement, which estab- 
lished the United Mine Workers of 
America Welfare and Retirement Fund. 
The history and program of the Fund 
have been described in detail else- 
where.?-*1 

The medical care program of the 
Fund is extended to approximately one 
million beneficiaries living in the min- 
ing areas of 27 states and the Territory 
of Alaska. The program provides such 
services as hospitalization for the length 
of time necessary in the opinion of the 
attending physician; medical and sur- 
gical services during this period; the 
services of specialists for diagnosis and 
treatment, in or outside the hospital as 
needed; and expensive drugs required 
for the nonhospitalized treatment of 
long-continuing illnesses. The Fund 
makes no provision for those services 
available from governmental or volun- 
tary agencies or those services for which 
the employer or another third party is 
legally responsible. 

The Miners Memorial Hospital As- 
sociation, through loans from the Fund, 
has recently completed a three-state net- 
work of ten hospitals containing a total 
of more than 1,000 beds. These hos- 


Dr. Kerr is assistant to the Executive Medi- 
cal Officer, United Mine Workers of America 
se and Retirement Fund, Washington, 


+ 


NOVEMBER 1957 


pitals are in a 250-mile area that has 
been woefully lacking in hospital facili- 
ties and all types of medical personnel 
for many decades and without signs of 
change in the foreseeable future. They 
are dedicated to the care of the sick, the 
prevention of disease, and the preserva- 
tion of the health of the people. They 
are serving as the nucleus and inspira- 
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tion for the development of other vital 
services around them. The admission 
of many cases of intestinal infection, 
diphtheria, tuberculosis, and other pre- 
ventable diseases emphasizes the acute 
need for public health services in coal 
mining communities. 

Preventive medicine has been an in- 
tegral part of the Fund medical care 


Table 1—Number of Soft Coal Miners and the Status of Full-Time Health 
Departments in the Counties in Which They Live; 
365 Counties in 27 States 


Full-Time Health Departments? 


Mining Number 


State Counties of Miners * 


Counties Counties 


No Full-Time 
Health Department? 


Health Officer 
Position Vacant 


Miners Counties Miners 


Total 365 


West Virginia 36 
Pennsylvania 29 
Kentucky 42 
Illinois 

Virginia 

Ohio 

Alabama 

Indiana 

Tennessee 


Utah 


Colorado 
Wyoming 
Oklahoma 
Arkansas 
Missouri 


334,853 


102,996 
75,908 
52,683 
24,244 
17,452 


15,464 
11,800 
7,242 
6,910 
3,951 


3,678 
2,842 
1,067 
1,374 
1,239 


1,046 


NAC ON 


Towa 
Washington 
New Mexico 
Kansas 
Maryland 


Montana 

North Dakota 
Georgia 

North Carolina 
Arizona 


California 
Oregon 


123,787 
80,005 


122,935 


4,227 
74,981 


36,624 


18,784 


3,375 
7,242 
1,892 
3,951 
1,172 


2,842 
372 


| N 


+ Directory of Full-Time Local Health Units, 1955, U. S. Public Health Service. 


not included in full-time local health departments. 
*® Minerals Year Book, Vol. 2, 1952, Bureau of Mines. 


State supervisory districts are 
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program since its inception and atten- 
tion has been devoted constantly to co- 
operating with existing agencies for the 
development and improvement of public 
health programs. Despite the irregular 
growth of cooperative relationships with 
state and local health departments and 
voluntary health agencies, there have 
been achievements in the development 
of control measures for certain com- 
municable diseases; expansion of crip- 
pled children services; . :provement of 
home nursing and family counseling 
programs; increased salaries for public 
health personnel; promotion of plans 
for additional local health units in coal- 
mining counties; and the initiation of 
research on some of the diseases preva- 
lent among coal miners and their de- 
pendents. One such project is being 
conducted by the Public Health Service 
in an effort to eradicate the diarrhea 
and dysentery which annually kill 20-80 
children under two years of age in 17 
coal mining counties. 

As anticipated, these developments 
have varied both in quantity and qual- 
ity and many health problems still re- 
main unsolved. Of the 365 counties 
in which soft coal is mined (Table 1), 
only 52 per cent (189) have full-time 
county or district health departments. 
Approximately 63 per cent of the coal 
mining population live in these counties 
but the rest of the coal miners live 
where there is no local health depart- 
ment. Although the majority of the 
miners live where there is a so-called 
full-time department, more than a third 
of them live in counties where the health 
officer position is vacant or the acting 
health officer is not a physician. 

Only one-fourth of the mining popu- 
lation live where a physician is the local 
full-time health officer. Of these 79 
physicians, 30 have received postgradu- 
ate degrees in public health. A review 
of 24 coal mining counties having a 
total population of more than 1.65 mil- 
lion revealed a ratio of only one public 


health physician per 70,000 population. 
There were only 5 full-time health 
officers, a ratio of one to every 288,000 
persons. 

The lack of other health personnel in 
the same 24 counties was even more 
marked than that of physicians. There 
was only one health nurse from all the 
official agencies per 22,000 persons and 
inclusion of the few nurses from the 
voluntary agencies did not alter the 
ratio. The ratio of sanitarians was one 
per 47,000 persons, which is more than 
three times the accepted minimum stand- 
ard of one per 15,000. 

The infant mortality rate is accepted 
as a sensitive index of community pub- 
lic health practices and the ready avail- 
ability of medical and hospital care. 
Ten years ago the Boone Report re- 
corded the fact that infant mortality 
“rates in the coal mining counties are 
significantly above” those in the non- 
coal mining counties in the same state. 
Despite the yearly reduction of rates 
since then, the same condition continues 
to exist today. The infant mortality 
rate for 23 coal mining counties was 
37.1 per cent higher than the national 
figure and neonatal deaths, due prin- 
cipally to prematurity, diarrhea, and 
enteritis were also excessive. One 
county reported an infant mortality 
rate 127 per cent in excess of the na- 
tional rate. 

The prevention of communicable dis- 
eases has played an outstanding role in 
lengthening the span of life. This pub- 
lic health achievement has been accom- 
plished by protecting the individual 
through immunizations and safeguard- 
ing community water and milk supplies 
and sewage disposal. Epidemics are 
rare and every case reported indicates 
a breakdown or the absence of essential 
public health services. In most mining 
communities accurate information on 
levels of immunization is unobtainable. 
One county recently reported more than 
50 cases of diphtheria with six deaths, 
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nearly all children of miners. In an- 
other county the number of cases was 
unknown, only the deaths were reported. 
Twenty-five counties had a diphtheria 
clinical case rate nearly 110 per cent 
higher than the national figure and a 
death rate 175 per cent higher. The 
whooping cough death rate in 16 coun- 
ties was 175 per cent above the na- 
tional figure. Typhoid fever is un- 
known in many parts of the country but 
in 25 coal mining counties the case rate 
was more than twice the national figure 
and in two counties it was eight and ten 
times higher. 

Tuberculosis, despite all the recent ad- 
vances in diagnosis and treatment, is a 
major cause of illness and death in coal 
mining communities. The mortality 
rate in 24 counties was 18 per cent 
higher than the national average. Case 


records and registers were so unsatis- 
factory that many counties were unable 
to determine the number of cases first 
reported by death certificate. 


In one 
county the number of cases and deaths 
were the same while in some others the 
cases reported only slightly exceeded 
the deaths. 

The problems of water supplies, 
excreta and refuse disposal, and food 
sanitation in coal mining communities 
are unsolved. A decade ago, the Boone 
Report observed, that “. . . it is com- 
mon practice to pipe untreated sewage 
directly to the nearest creek or stream. 
During dry spells when the water level 
is low, these creeks are actually open 
sewers, unsightly, odoriferous, public 
dumps and breeding spots for commu- 
nicable diseases. . . . Heavy contamina- 
tion characterizes the rivers that are the 
main source of water supply. Towns 
of sizable population, with extensive 
sewage systems, discharge untreated 
wastes into open streams that run 
through adjoining municipalities and 
villages. . . . Only too common is the 
hillside well, situated downstream, as 
it were, from an insanitary privy with a 


pit that overflows during rainy seasons. 
There is nothing whatever to prevent 
seepage of the sewage into the source 
of drinking water consumed by one or 
more families.” The Report concluded 
that water supplies and sewage disposal 
systems were more satisfactory in urban 
than rural communities, particularly 
where supervision was provided by local 
health departments. 

Conditions today are little different. 
The privy is still the principal method 
of sewage disposal. In one coal mining 
community having a population of about 
70,000 people less than 4 per cent of 
the homes have inside running water 
toilets and some do not even have a 
privy. A completed sewage disposal 
plant in another community has never 
been operated because of insufficient 
funds. Typhoid fever immunizations are 
quite common in a number of coal 
mining coramunities which may account 
for the lack of unrestrained typhoid 
epidemics. The water supplies in 15 
counties were approved for only 18 per 
cent of the rural population and a mere 
6 per cent had approved sewage dis- 
posal. Nearly all the urban residents 
in these counties had approved water 
supplies and sewage disposal. 

The problems of adequately financing 
local full-time health units are familiar 
to public health workers. It may be of in- 
terest, however, to know that the Boone 
Report estimated in 1947 that “about 30 
million (dollars) would provide the 22 
bituminous coal states with adequate 
local (health) service.” At least 50 
million dollars would be required to do 
the same job today. Despite the impos- 
ing number of bills to aid local health 
departments that have been introduced 
in Congress since 1948, there is at pres- 
ent an appalling legislative silence on 
the same subject. There is also a shock- 
ing inadequacy of state and local health 
appropriations. Under these circum- 
stances it is imperative that the analysis 


of the need for local health units be 
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correct and that the plans proposed to 
meet these needs be adequate. Assur- 
ance on both points will provide public 
health and community groups with the 
material essential for securing passage 
of financially adequate legislation. Pos- 
sibly now is the time for public health 
personnel to evaluate events and deter- 
mine a sound course of action. 

Today, the major health need through- 
out the coal mining communities is the 
development and improvement of full- 
time local health units. The extension 
and improvement of medical care grow- 
ing out of Fund experience presents a 
singular opportunity for the coordina- 
tion of public health practices with 
medical care programs in an all-out at- 
tack on community health problems. In 
coal mining counties the Fund benefi- 
ciaries need not worry about the pay- 
ment of doctor and hospital bills, which 
are usually insurmountable obstacles for 
the patient and the health department 
alike. The number of individuals in 
coal mining communities with similar 
protection will undoubtedly increase 
with the extension of other medical care 
programs. 

Under these favorable circumstances 
health departments should be able to 
develop meaningful programs for im- 
proving individual health. The futility 
and frustrations of case finding would 
be eliminated with the correction of 
defects. Health education can flourish 
in an atmosphere where concern and 
worry about doctor and hospital bills 
no longer take priority. In addition, 
health departments would be encour- 
aged to direct their energies to improv- 
ing the physical environment of both 
the rural and urban resident. The pro- 
vision of safe and adequate water and 
milk supplies and sewage disposal can 
eliminate medical care expenditures for 
preventable illness. Finally, the health 
departments should be able to give lead- 
ership to all groups concerned with the 
conservation and promotion of health. 


The development of medical care pro- 
grams in coal mining communities 
creates a new concern for the quality 
and quantity of health services and 
facilities. There will be a need to 
amalgamate all groups consuming and 
producing health services to plan a posi- 
tive action program which will meet the 
total health needs of the community. 
The trials and tribulations confronting 
coal mining communities in attracting 
trained health personnel, in coordinat- 
ing voluntary and governmental agen- 
cies, in acquiring adequate financial 
support—and in merely changing the 
status quo—are challenging and still 
pioneer fields for public health workers. 
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CARE: Maintenance of Local Health Services at 
a Capacity in Keeping with Current Needs 


As seen by ROBERT N. BARR, M.D., M.P.H., F.A.P.H.A. 


*~ We have advocated the standardiza- 
tion of local and state health depart- 
ment organizations much too long— 
forgetting that each state and each 
community, like each individual, has 
strong objections to being regimented— 
forgetting also that each has different 
resources, needs, desires. Here the old 
adage applies most properly, “What is 
one man’s meat is another man’s 
poison.” 

We need to look at industry such as 
the production of oils. Here one finds 
that each refinery is constructed diff- 
erently. Their construction depends 
upon the type of process or approach 
used, the variation in the crude oil 
available, the desired product that 
market demands indicate is needed, the 
availability of skills and number of per- 
sonnel to operate such a plant. Even 
the weather, the population density, the 
transportation facilities and services, the 
topography and water and waste dis- 
posal possibilities have a bearing on the 
design. Thus, the refinery is specifically 
designed from beginning to end to meet 
specific needs and desires. 

In a similar manner, I believe we 
need to engineer, plan, and design our 
state and our local health departments; 
adapting personnel services, functions 
and programs to meet community needs, 


making use of every available commu- 
nity resource pointed to produce a good 
product which the community needs, 
desires, and is willing to work and pay 
for. 

This product is, of course, a healthy 
community populated with healthy 
people. The definition of health be- 
comes as broad and encompassing as 
the people are ready to accept. What 
is considered to be good health and good 
health services in one community or one 
country might be totally unacceptable 
or even unneeded in another. For 
example: 

Minnesota in 1939 had 21 cases of 
malaria originating in residents along 
the Mississippi River. Wisconsin, IIli- 
nois, and Iowa had a similar experience. 
These cases were traceable to workers 
from the South who were building flood 
control dams on the Mississippi River. 

This was an epidemic of malaria in 
these four states, and each state made 
special studies of sources, vectors, and 
modes of spread. In Guadalcanal in 
1944 the attainment of a similar level 
of control of malaria in a small area was 
a great public health accomplishment. 

Today in Minnesota we have no ac- 
tivities in malaria control. We have 
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Minnesota Department of Health, Minneapolis. 
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the Anopheles mosquito. We have an 
occasional recurrence case in a soldier 
or traveler recently returned from an 
area where the disease is endemic. It 
is conceivable, but highly improbable, 
that tomorrow a chain of circumstances 
might be set up that would allow this 
disease again to spread to residents of 
this state. 

I fear that too many of us have health 
programs and services that can hardly 
be considered to be designed or tailor- 
made to fit the needs of today’s mod- 
ern community. Too many are like 
Model-T Fords attempting to compete 
in a beginning jet propelled age. 

If you doubt this, look at the replies 
that you and I sent in to questionnaires 
as to needs. Most of us gave stock 
answers. We need more money, more 


personnel, community evaluation, con- 
solidation of services, better facilities. 
We mentioned the responsibility of the 
health department to develop some of 
these needs only once when we indicated 
that the health department should take 


more leadership in certain programs as 
aging, rehabilitation, accident preven- 
tion, and so forth. But not once did 
we say that we needed more and better 
leadership in developing broad plans, 
program, and services, in evaluating 
existing services and getting the most 
out of the health dollar that we now 
have to spend. 

One of us even said that we need 
more “Faith, Hope, and Charity.” But 
no one said we need more elbow grease, 
or that we need to get off the seat of 
our pants and go out and give the co- 
operation, understanding, and support 
to programs of other groups and agen- 
cies that we want them to give to us. 

I am sure that voluntary agencies, 
hospital, medical, and dental associa- 
tions, citizen groups, and even other 
official agencies need help with many 
programs that have health implications, 
and that if we spent more time helping 
these we would in the long run accom- 


plish more in the improvement of the 
health of our people. 

What is our aim? Building a health 
department empire? Increasing our 
health budget and personnel? Develop- 
ing a philosophy of the Pharisee who 
said “I thank Thee God that I am not 
as other men”? 

Or, is our aim improvement of the 
health of our people regardless of who 
does the job, who gets the credit. Most 
of us say health should be part of every 
individual’s, every community’s life; it 
should be so integrated in our educa- 
tion, our habits, our every-day living 
that loses its identity as specific public 
health—like the provision of a safe com- 
munity water supply, which has become 
an essential in community life and is 
necessary for many obvious reasons be- 
sides the prevention of disease. 

Or, like our maternal and infant 
health program, which in many areas 
has become so integrated in the think- 
ing of physicians and public alike, that 
there is little or no need for prenatal 
and postnatal clinics or home delivery 
nursing service simply because these 
teachings have become the part ar’ 
parcel of the medical and hospit: 
ices given to every pregnant w 
the community. 

Take the rapidly spreading maternal 
mortality study programs. The most 
successful ones are really not state 
health department programs; the health 
department merely serves as a catalyst 
or a vehicle that makes it possible for 
the maternal mortality committee to do 
a good job in investigating maternal 
deaths, determining cause, responsibil- 
ity, and ways and means of preventing 
similar disaster. True, the health de- 
partment pays the costs, handles the 
correspondence and the records, and 
protects the confidentiality of the re- 
port. But the real heart of the program 
is the work of the medical committee, 
and no official agency—no matter how 
competent—could take its place and I 
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need not tell you that this kind of a 
study is only:a beginning. Neonatal 
and perinatal studies are growing out 
of or being modeled after our maternal 
death studies. 

Information as to the need for better 
hospital facilities and support for the 
same are an outgrowth of the maternal 
mortality studies. Recognition of the 
need for better laboratories, blood banks, 
and anesthesia are all also by-products 
of such studies. And, from this arises 
the growing recognition of the need for 
recruitment and training of technical 
personnel in all health and medical care 
fields. 

The next thing you know you will 
be working with hospital associations 
and medical and paramedical profes- 
sions in promoting and developing all 
kinds of needed services in the commu- 
nity that have health implications: such 
things as community rehabilitation serv- 
ices; classes for cerebral palsy children; 
studies of cost of nurse training and 
needs for expansion of the same; cost 
studies relating to hospital care; studies 
of laboratory service and needs in 
mental and other state institutions; 
studies of community needs for health, 
hospital, medical, and innumerable care 
facilities and services. Most of these 
will not be operated by or even con- 
trolled by the local or state health de- 
partment but all will have their impact 
on improving the community’s indi- 
vidual and collective health. And, is 
not that the objective you are shooting 
at! 

Do you think for one minute that 
organizations and individual communi- 
ties with which the health department 
staff works on such a cooperative basis 
as I have tried to describe, are going 
to allow your services to be hamstrung 
by budget cuts, restrictive legislation, or 
political interference? Do you think 
that when you have demonstrated the 
value of your health department and 
its staff in an over-all program that you 


are going to be pushed into activities 
and programs that are ill advised with- 
out being given a fair and studious hear- 
ing as to why such program should or 
should not be carried out? Do you 
think that when you give similar co- 
operation to the voluntary agencies that 
they will not also cooperate with you 
in their fields of interest? 

For example: In Minnesota the State 
Tuberculosis Association, the Medical 
Association, the Hospital Association, 
the radiologists, put over a program to 
get admission x-ray service into the hos- 
pitals. They cooperated with welfare in 
getting the small and less efficient county 
sanatoria converted into nursing homes; 
in getting the large sanatoria with very 
competent staffs authorized to use the 
empty beds for chronic care—thus con- 
serving valuable staff, keeping patient 
day costs down, and providing addi- 
tional services in the chronic care field. 

I am sure that all of you can give 
similar examples of cooperation toward 
a common good that have occurred be- 
tween official and voluntary agencies in 
every health field. 

Let us not forget also that the volun- 
tary agencies first broached the problems 
of cancer, heart disease, mental health, 
and poliomyelitis. They caught the pub- 
lic’s eye and aroused interest in the prob- 
lems. They have collected large sums 
of money to be used for research service 
and health education. They had much 
do to with the securing of appropriation 
by Congress, particularly for research. 
Their very existence depends upon pub- 
lic recognition and confidence. If you, 
the official agency, do not give to them 
the public recognition so vital to their 
program, you should have your official 
head examined! 

We mentioned personnel shortages as 
being critical. Perhaps we are partially 
to blame. First, because we did not 
seek out and train able young people. 
Second, perhaps because we did not 
have enough resourceful leadership in 
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our health departments—men and 
women who made this profession in- 
teresting, who almost breathed life into 
each task. And last, I believe least, 
because of poor compensation as com- 
pared to that paid by private enterprise. 

We should remember that when we 
train a good person in the health field 
and he goes to a private agency in the 
same field, we have developed a strong 
ally who will help us and make our 
problems lighter. So, if we are using 
accomplishments as the measure of serv- 
ice we have gained, we must admit that 
a few health workers with intelligence, 
initiative, and imagination are more 
valuable than a multitude of mediocre 
employees. 

Dr. Chesley used to talk about “shoe 
leather epidemiology” as a very impor- 
tant factor in good public health. I do 
not believe I need to define the term to 
you. He also used to say that “Caesar 
won battles by shortening his soldiers’ 
swords.” I fear that we today could 
use a little of this philosophy in our 
work. 

Lastly, I think we could take one 
more lesson from industry—the idea of 


continuous evaluation of our services. 
Is our tax dollar being expended where 
it will produce the most good? Or, are 
we continuing services without change 
simply because we did it that way for 
the last 20 years? 

If you say “no,” I will ask some em- 
barrassing questions. Why do we col- 
lect reports on certain communicable 
diseases and do nothing about the dis- 
ease? Why do we continue to do cer- 
tain laboratory procedures, like the 
Wassermann, on all hospital admissions, 
all college students even when we find 
only one previously known positive in 
10,000 examinations—whereas we find 
many more in the older age groups, 
the nonwhites, or the widowed and 
divorced? 

Why do we continue to do mobile 
x-ray examinations on the public with- 
out any selection as to age, race, em- 
ployment, or residence? 

Why de we not do more in safety, 
chronic diseases, aging, rehabilitation, 
and many other fields that most of us 
know are far more productive? 

I can not answer all these questions 
either! 


GROWTH: Developmental Problems of Official 


Services in Keeping "In Tune with the Times" 


As seen by JAMES P. DIXON, M.D., F.A.P.H.A. 


Over the next few years, the de- 
mands that will be placed upon com- 
munity public health programs, both 
the official and voluntary, will be 
modified by changing population pres- 
sures, changing social demands, chang- 
ing environmental factors, and new 
knowledge and technics in the ap- 
plication of the health sciences to 
human welfare. In this age of high 


mobility of population, there is an in- 
creasing mixture of cultures, particularly 
in our urban areas. As so ably pointed 
out in Benjamin Paul’s recent book, 
there is a wide difference among cul- 
tures as to what they see as important 
health problems and as to how they re- 


Dr. Dixon is commissioner of health, Phil- 
adelphia, Pa. 
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act to health situations. He points out 
that human beings, unlike insects, order 
their lives and interpersonal relations 
largely by means of socially acquired 
signals. We are in an era in which 
these signals are going to seem at times 
to be mixed and, indeed, when the 
signals from one part of the community 
may be completely contrary to those 
from another. 

In recent years health workers have 
come to pay increasing attention to the 
social scientists. Sociology tells us that 
society first protects the interests of 
society as a whole, and when society is 
insecure, it is ready to sacrifice the in- 
dividual whether by warfare or by ill- 
ness or by imprisonment. When society 
is safe, then it is able to go back and 
rescue the individual. In a large way, 


except for some interventions of public 
health, the problem of meeting the needs 
of sickness has been, until the present, 
an individual matter rather than a con- 
cern of society. 


There seems to me to 
be a considerable difference between the 
individual’s and the community’s sanc- 
tion for health service programs. In 
my experience, the individual is con- 
cerned largely with direct personal serv- 
ices and does not make a great distirc- 
tion between services which we would 
call medical care and those which we 
would call preventive medicine or pub- 
lic health. In my judgment, this dis- 
tinction is likely to become less, rather 
than more clear, and will place upon 
all health agencies a responsibility to 
clarify their position with respect to 
personal health services. 

I have had the impression there is 
a growing belief that one of the rights 
of a citizen is the right to health. Alan 
Gregg put this nicely in the preface to 
the Task Force Report on Federal Medi- 
cal Services of the last Hoover Com- 
mission, when he said, “Three-legged 
stools used to be common. Now we 


prefer four-legged chairs. Food, cloth- 


ing, and housing used to be the three 
necessities of life. Now life rests more 
solidly on four necessities—food, cloth- 
ing, housing, and health services. Medi- 
cal science, by its concern for protecting 
and enhancing life and by its proven 
dependability in so doing, is making ~ 
medical care something that everyone 
wants.” 

If Dr. Gregg’s observation is correct, 
then it is likely that a community will 
place more and more responsibility upon 
its governmental structure to see that 
good health is maintained. I would 
hasten to point out here, however, it is 
not necessarily true that the responsi- 
bility for such community programs will 
be placed upon public health agencies. 
There is certainly a growing develop- 
ment at all levels of government to assist 
in the provision of health services by 
purchase with government funds. Gov- 
ernment by contract reached a new level 
of development at the federal level in 
the course of World War II. And there 
are signs that it is being increasingly 
applied at the level of state and local 
government. 

To adjust to these changing commu- 
nity patterns, as far as the official health 
agencies are concerned, requires a slight 
redefinition of the responsibility of the 
public health agency. We can still 
safely say that a local public health unit 
must still be concerned with the basic 
six or seven services, but I believe that 
the community expects that this agency 
will take public leadership in meeting 
any health problem which the commu- 
nity desires to have solved by govern- 
ment. This means that it will be neces- 
sary to strengthen the competence in 
public administration of health agen- 
cies and to modify professional health 
concepts by community opinion. 

Not only are community sanctions 
changing, but there are tremendous 
population regroupings under way that 
are going to affect all community pro- 
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grams in the future. In the 20th cen- 
tury, the United States has become 
predominantly urban. Already two- 
thirds of our people live in and around 
cities, and it is estimated that virtually 
all of our future population growth will 
occur around established metropolitan 
areas. In the year 1900, only 40 per 
cent of our population was urban—by 
the somewhat restricted definition of 
“urban” then in use. By 1980, under 
a definition that permits the inclusion 
of places of 2,500 or more population 
in incorporated cities and boroughs and 
unincorporated communities on the 
fringe of cities of 50,000 population, 
over 75 per cent of the population of 
the United States will be in urban areas. 
This means that the total urban popu- 
lation in 1980 will be approximately 
five times that in 1900. 

The constriction of people into rela- 
tively small areas will have as a natural 
consequence, the alteration of county 
health units as we now know them. We 
in public health shall soon be forced to 
work out a metropolitan area solution of 
total health problems. Of course, this 
kind of development can occur only as 
rapidly as metropolitan areas achieve 
a sense of community. It has been sug- 
gested by some students of this problem 
that the next few decades will see the 
passing back of the responsibility from 
local government to state government 
in order that a new type of metropoli- 
tan area government can be developed. 

The second consequence of this con- 
striction of population will be to throw 
into focus even more sharply than at 
present the kinds of public health prob- 
lems which face people who live in rela- 
tively densely populated areas. The 
problems associated with congested hous- 
ing will continue. The evidence shows 
that transportation will continue to be 
stepped-up—which will mean that the 
problem of transportation accidents will 
still be prominent. Shortening of dis- 


tances between the people and their 
medical care resources should increase 
the efficiency of contact between physi- 
cians, hospitals, health agencies, and the 
population which they serve. 

The problems of asocial behavior, 
which we identify more clearly with large 
population groups, will increasingly en- 
gage the attention of mental health 
workers. The potential for the spread 
of transmissible diseases in terms of the 
entire population will be greatly in- 
creased and the necessity of maintaining 
public health barriers will be of in- 
creasing importance. Other changes in 
the nature of our population will also 
affect public health. We are rapidly 
becoming more and more self-sufficient 
as individuals in the management of our 
personal health problems. As people 
become more efficient in caring for their 
own health needs, the physician and 
other health workers come more and 
more to occupy the role of servant 
rather than magical healer. 

In the United States, at least, we are 
fortunate to be living in an economy of 
great abundance. It is entirely possi- 
ble that there will be social diseases of 
abundance which have just as damaging 
effect upon the total health of the popu- 
lation as the diseases of poverty. There 
begins to be some suggestion, for in- 
stance, that the availability of too much 
food may actually shorten the life ex- 
pectancy of an individual. One of the 
new problems which we may have to. 
study shortly is the epidemiology of 
gluttony. 

Not only is the nature and grouping 
of the population changing, but so our 
environment is also being continuously 
altered. We have mentioned only the 
fact of increased uses of transportation. 
One other factor which bids fair to in- 
crease continuously is leisure time. We 
have in recent years been putting con- 
siderable stress upon the health of the 
employed worker. We must I judge, 
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with the growth of technology, begin 
to place emphasis upon nonoccupational 
health. Here, it seems to me likely that 
public health agencies will have to work 
more closely with agencies having their 
principal responsibilities in the field of 
recreation. 

We must not omit consideration of 
the fact that there are changing physical 
factors in our environment. The poten- 
tial increase and use of atomic energy 
as a source of power presents new prob- 
lems of control. The increased con- 
centration of people and industry into 
metropolitan areas will only serve to 
aggravate the presently ineffective sani- 
tation of the air we breathe. 

Whether people demand their health 
services from official or voluntary agen- 
cies, I think it inevitable that the form 
of organization of health services is 
going to change. We need to develop 
leaders with new skills. I do not mean 
to suggest that the skills already ac- 
quired should be abandoned, but these 
are necessarily going to have to be sup- 
plemented by skills in the interpretation 
of community cultures. Leaders will, of 
course, have to add new technical skills 
and one of these, I believe, will be medi- 
cal care administration. 

There is even now a vast inefficiency 
in the way in which citizens in the com- 
munity use the already available health 
services. Some basic service is needed 
to link human problems in health with 
community resources which can help 
define and resolve these problems. It 
is possible that to meet this need a new, 
broad-based technic of public health 
practice will emerge which for the 
moment I can only call the role of 
counseling. 

The public healt generalist of the 
future may well be a family counselor— 
but a family counselor in the sense that 
counseling is done on the basis of refer- 
ral from the family unit and individual, 
rather than through the use of the family 
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contact—as a device for reeducation and 
remotivation. I think it is possible that 
the devices of reeducation and remotiva- 
tion will continue to be used, but on a 
much more specific problem solving 
basis than that prevailing at present. 
Health agencies will have to select with 
a great deal more precision than is now 
the case the problems upon which they 
can work with some hope of progress. 

Certainly, a community needs some 
bridge between the operation of its con- 
ventional institutions for medical care 
and the community as a whole. I sus- 
pect that increased responsibility will 
be placed upon public health agencies 
to provide assurance to the community 
that the standards of medical care in 
these institutions are maintained as well 
as the standards of physical structure 
and fire protection. 

In the growth and development of 
public health in the next few decades, it 
appears that we shall need new leader- 
ship skills with new capacities to under- 
stand the importance of culture and 
health. Health agencies will have to 
continue to provide technical guidance 
to the community they serve. This 
means that the personnel of such depart- 
ments should be the peers of those work- 
ing in similar disciplines in the com- 
munity. We should, indeed, consider 
the changing face of our cities to under- 
stand new population groupings; and 
to learn to enforce new environmental 
controls, we shall have to become more 
useful in meeting the demands of people 
for improvement of direct health serv- 
ices whether they are supplied by the 
health agencies or not. We need to 
develop a vastly improved device of 
counseling to link the citizens with the 
resources of their community and to 
continue to improve our specificity in 
the definition of progress. 

Certain it is that there will continue 
to be community health needs in the 
decades ahead. What role official and 
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voluntary agencies will play in meeting 
these needs is an ultimate question for 
community decision. In assisting a 


community to reach this decision, we 
might keep in mind a comment which 
I recently heard made by Luther Gulick, 
who noted that the notion that an or- 
ganization must grow in size or die was 


very likely a misplaced application of 
the principles of Darwinism. 

There are all sorts of growth. All 
growth is not quantitative. Perhaps in 
the years ahead, the most important de- 
velopment of public health will be to 
increase its qualitative capacity to serve 
community needs. 
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COMMENTARIES ON THE ISSUES AND THE DISCUSSIONS 


Financing 


BERWYN F. MATTISON, M.D., M.P.H., F.A.P.H.A. 


Throughout the day’s proceedings, 
three observers—each a_ veteran 
and an authority in his own right— 
sat in on all presentations and dis- 
cussions. Their aim: to assess 
trends and implications for the 
future, with special reference to 
financing, community attitudes, and 
community organization. Their in- 
formal reports were heard at dinner. 


*$ I shall take the libery of commenting 
not only on today’s sessions but also on 
the expressions of opinions by both state 
health departments and voluntary health 
organizations as represented by replies 
to the two questionnaires sent out by 
this committee. Let me start by men- 
tioning two points gleaned from those 
replies. First: the top two tasks seen 
facing state health departments from the 
responding administrators were: more 
money, and closely related, more staff. 
Thus financing is given a paramount 
place by those of us who are responsible 
for official programs at that level. Sec- 
ond: in the responses from the volun- 
tary health agencies the services that 
are represented by local health depart- 
ments and can only be acquired by 
adequate financing were all mentioned 
by some agencies as being vital to their 
program. 

This morning when Dr. Kerr spoke 
on “Birth Problems Associated with the 
Creation of Effective Community Offi- 
cial Health Services,” and started by 
recounting the developments of a medi- 
cal care plan under the United Mine 
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Workers Health and Welfare Fund, I 
was surprised and startled. This, I said 
to myself, is exactly what our critics 
have been saying about us—that public 
health is nothing but a step toward some 
type of nonprivate medical care system. 
However, I was glad to hear him say 
later, that he sharply differentiated the 
services supplied under the union Fund, 
and those preventive services which, in 
his words, represent “the major health 
need in coal mining areas” and are 
supplied through full-time local health 
departments. 

I must confess, however, that admit- 
ting the primacy of prevention, it is 
difficult to understand why the Fund 
should exclude such services from its 
benefits. But perhaps the answer to 
that is the key to much of our financing 
difficulties. The felt need, and the pres- 
sures arising therefrom, is the healing 
of the sick. The preservation and the 
promotion of health are more esoteric 
and less easily dramatized. Preventive 
services are likely to be appreciated only 
by those who have already either lost 
their health or have an unusual amount 
of imagination and vision. 

That such imagination and perception 
exists cannot be questioned. It is mani- 
fest in the repeated thread running 
through today’s discussion: more em- 
phasis on the individual; the projection 
of the needs of the individual today 


Dr. Mattison is secretary of health, Com- 
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into the felt needs of the individual 
tomorrow; acknowledging that both the 
needs and the motivations of people are 
changing year by year. 

There has been, for instance, the sug- 
gestion that we need more understand- 
ing of the individual’s and the group’s 
reactions to situations, probably through 
better use of social scientists. But in 
the same breath the suggestion is made 
that perhaps this does not mean just 
adding another discipline to our already 
bulging roles. Rather, it may mean 
more effective use of fewer but more 
competent health workers in certain 
fields. Surely there has been reitera- 
tion here today that community health 
services should move more rapidly into 
fields like chronic diseases, mental 
health, radiologic health, housing, and 
recreation. But at the same time we are 
reminded that evaluation and readjust- 
ment of present use of personnel may 
furnish much of the needed additional 
staff and time for these newer activities. 

Dr. Dixon referred to “growth to as- 
sure the quality rather than quantity 
capable of meeting health needs.” Thus 
we have been assembling here today 
a picture of a community health service 
which, while expanding, need not rep- 
resent a proportionate increase in cost. 
One of the panel consultants has referred 
at another time to the “economy of pre- 
vention.” Facts exists to demonstrate 
that it is fiscal folly to fail to prevent 
disease and disability where that is pos- 
sible. More documentation of this 
would be helpful. Then we can go to 
appropriating bodies without apology 
and tell them how many tens of thou- 
sands of dollars each community can 
save through spending one thousand. 
This should go along with interpretation 


to those same appropriating bodies of 
increased direct services to their con- 
stituents, rather than simply arguing for 
another bureau or department. To us 
the establishment of a local health de- 
partment means service to save lives and 
prevent disability; to the legislator 
(without such interpretation) it means 
only a larger payroll. 

What, then, of those communities 
about which we have heard today where 
the people say that they want services 
but cannot afford them? My own ex- 
perience is limited. But I have seen de- 
pressed mining areas build new court 
houses and public swimming pools at 
the same time that they were alleging 
poverty in so far as the provision of 
sewage treatment was concerned. 

Obviously though there should be 
some flexibility, a formula with a greater 
state and/or federal aid to those com- 
munities really suffering from a re- 
stricted source of additional tax money. 
This has been done in the administra- 
tion of federal funds for sewage treat- 
ment plant construction, and indirectly 
in other general health jurisdictions 
where smaller population groups and 
rural areas are given proportionately 
more state aid. 

Certainly these comments represent 
no panacea for our fiscal malnutrition. 
But, to sum up, here are some of the 
suggestions heard today. Sell services, 
not bureaucracies. Evaluate, and get 
the most for each tax dollar. Shifting 
needs can sometimes be met by shifting 
and retraining, rather than adding, per- 
sonnel. Interpret needs and remedies 
in individual terms, and vary the finan- 
cial base, whether state, federal, local, 
or voluntary to meet the needs of the 
community. 
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Community Organization 
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JAMES E. PERKINS, M.D., M.P.H., F.A.P.HLA. 


3 It is interesting that the sessions 
today seem to be a continuation of what 
we were discussing yesterday at the 
meeting of the National Health Coun- 
cil’s Annual Forum Planning Commit- 
tee with a number of resource people 
from all over the country. As you may 
know, the 1958 Forum will deal with 
health problems created by growth and 
shifts of population in urban areas. As 
I listened to the discussions yesterday 
and today, it seemed to me that this 
whole matter of establishing and re- 
vamping local health departments is be- 
coming increasingly complex. Gone are 
the days of the neat package of the 
county health department—For Sale: 
at X dollars, 50,000 population, one 
M.D. health officer with one year post- 
graduate training in a school of public 
health, one sanitary engineer, one su- 
pervising nurse and ten public health 
nurses, or some such package. 

It has been stressed over and over 
today and yesterday that we now need 
a tailor-made unit adjusted to the com- 
munity under consideration. Every 
community is different from every other 
community, and a given community is 
markedly different today from what it 
was five years ago—and five years from 
now it will be still different. Yesterday, 
for example, we were reminded that ten 
years ago Haven Emerson recommended 
Cuyahoga County as the ideal unit of 
a county health department. Now we 
see that with Cleveland extending south- 
ward, with industrial developments in 
the southern part of the county, and 
Akron extending northward, and with 
other counties expanding on the east and 
west, there is gradually forming a com- 
plete metropolitan area involving four 
counties. 

In another respect, the geographical 


area currently suitable for one type of 
service may be quite different from that 
suitable for another service. That is, 
there can be regions within regions. 
For example, there may be one geo- 
graphical area for a sewage district 
versus just a part of one city for a 
student nurse training program. 

I still believe that the statement I 
formulated some 20 years ago for my 
public health students at the Albany 
Medical College is valid, namely, that it 
is the duty of government to make cer- 
tain that currently available measures 
for the protection, restoration, and pro- 
motion of health are readily accessible to 
every citizen. Please note, I did not say 
that government should do all those 
things. I said: “make certain that cur- 
rently available measures are 
readily accessible to every citizen.” 
And government need not necessarily 
provide all these services itself. But the 
big question in that statement is what 
is meant by government—the federal 
government, state, local, in which de- 
partment? I purposely left it vague 
because that is something that has to 
be determined with regard to a given 
unit. 

All of these comments make it obvi- 
ous that if we are to have units tailored 
to the changing needs of a given com- 
munity, we need flexibility. Flexibility 
is very difficult in view of rigid political 
boundaries, rigid laws, rigid standards 
of training for professional health per- 
sonnel, rigid traditions on the part of 
local people, and rigid patterns of or- 
ganization and structure on the part of 
the voluntary health agencies. 
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I find it impossible to consider the 
issues involved in the birth, care, and 
growth of community health services 
solely from the viewpoint of community 
organization, separate from the question 
of financing, and the question of atti- 
tudes. These are inextricably inter- 
woven. Perhaps all I can do at the 
moment is to outline the problems and 
needs which were stressed at the meet- 
ing today. I will pick only three: geo- 
graphical area, functions, and personnel. 

It was stressed repeatedly in the com- 
ments that were sent in by the state 
health officers and in the meeting yes- 
terday, that there seems to be an in- 
creasing need to enlarge the geographi- 
cal boundaries of the governmental 
unit responsible for providing or super- 
vising the health services in a given 
community. More and more frequently 
this means going beyond the usual polit- 
ical boundaries, maybe across county 
lines, and in some instances across state 
lines. I might say that the same com- 


ment applies to local units of the volun- 
ary health agencies. As a matter of fact 
we have a committee right now in 
the National Tuberculosis Association 
studying this very problem of organiza- 


tional structure of tuberculosis asso- 
ciations. Real problems are created 
even if the area is within the boundaries 
of a state, without extra complications 
of going over a state line. With no 
political unit available covering more 
than one county, one must go to the 
state, and then there has to be a state 
district. There are difficulties involved 
in that, as I well know because I was 
in charge of the first concentrated state 
health district established in New York 
State. 

There was a lot of antagonism to it, 
suspicion of this big power, of this 
larger unit of government, and my life 
was a little unpleasant for awhile. Ulti- 
mately it seemed to be accepted locally. 
In fact so well, as Dr. Van Volkenburgh 
stressed this afternoon, that New York 


State now has difficulty in getting county 
health departments in some of the dis- 
tricts. Now the community is com- 
pletely sold on these state health dis- 
tricts though they were violently fought 
by local people and county medical 
societies at the outset. 

It was also brought out both yester- 
day and today, that sometimes the state 
health department is not so geared or 
so staffed as to be able to give proper 
supervision, much less provide direct 
services, in a metropolitan area. It was 
also pointed out that at times it is nec- 
essary, or at least the pattern is followed, 
of direct relationship between a large 
city and the federal government, by- 
passing the state entirely. 

As to functions, it was stressed re- 
peatedly in discussions today that local 
health units must become involved in 
the newer problems and must also give 
greater attention to old problems which 
are now amenable to practical control 
measures because of newer scientific de- 
velopments. The polio vaccine is a very 
good example of that. As for better 
medical care, I think that I will dodge 
that rather warm issue except to stick 
to the original statement I made to my 
medical students, namely, that it is the 
responsibility of government to see 
whether or not adequate medical care 
is readily available to every citizen, and 
if not to see that it is made available, 
but not necessarily through government. 
At the same time, the health units must 
continue many of the older programs at 
least to maintain barriers against some 
of the diseases that were important in 
the past, and be in a position to rein- 
state measures if there is recurrence of 
the old problems. And we should apply 
old technics to newer problems. 

I have been a little disturbed, and a 
little sorry, to see epidemiologists more 
or less disappear. They have gone to 
other functions, administrative and 
what not, and very few new ones have 
come into the picture. The composi- 
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tion of the American Biological Society 
I have noticed has changed rather 
markedly since I first became a member. 
A very large proportion of the member- 
ship now are virologists who in many 
instances have never made a real field 
investigation. And yet, epidemiology, 
as was pointed out today, could be and is 
being applied with a quick profit to 
these other noncommunicable disease 
fields—accident prevention, malnutri- 
tion, cancer, and other noncommunica- 
ble disease areas. 

Now just a word about personnel. I 
think we must be flexible in regard to 
our standards. I agree thoroughly with 
Dr. Dixon and the discussion groups 
that we must have the most competent, 
qualified, professional personnel possi- 
ble. But I would like to point out that 
the qualifications may change as the 
problems change. 

We have heard that we need more use 
of the social and political sciences. I 
would like to raise that question regard- 
ing the training of the directors of local 
health departments. I think we have a 
right to, and should, look at current 
qualifications for directors of local 
health units, because it seems to me that 


Community Attitudes 
JACK R. EWALT, M.D. 


*— The thing that impresses me is the 
fact that few of us as physicians, health 
workers, and scientists have ever had 
research done to find out what the com- 
munity’s attitudes really are. Why is 
it that a community will support insur- 
ance to the point that the amount of 
money accumulated in insurance com- 
panies becomes a serious problem to the 
nation, will support hospitals, support 
voluntary health agencies, but will not 
support public health agencies? 


either the M.D. must need a lot more 
training in the social sciences and ad- 
ministration than he got in my day, or 
perhaps we should evolve a new training 
program for these top administrators. 
Perhaps it ought to begin with indi- 
viduals who are community-minded 
and community-oriented at the outset, 
rather than individual patient-interested 
as practically all medical students are. 
In this post we need a community- 
centered individual instead of a patient- 
centered individual with just a dabble 
of exposure in a school of public health 
later on to let him qualify for his post. 
It seems to me that the nurses and those 
in the sanitation and hospital adminis- 
tration fields have looked more critically 
at the training needed for their specific 
tasks than have those responsible for the 
training of health officers. 

I fear I have not stuck to the topic 
too much, but then neither did you 
people—that is, comments today were 
on these problems, and not much on 
community organization as such. I 
feel, as apparently you did, that some 
of these problems need attention before 
we can get down to the specifics of com- 
munity organization. 


Dr. Dixon mentioned a group known 
as social scientists. (They come in as- 
sorted flavors—including cultural an- 
thropologists, sociologists, social 
psychologists) and any one of them 
could do a competent research job on 
this for not too much money. We need a 
lot of answers, but since we have no 
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factual information, I will proceed to 
give you my opinions. It is given with 
the bias that I must operate under, that 
is, I am an administrator, or if you like, 
a medical executive. Therefore, I have 
to look at these problems from that 
viewpoint. 

The first thing you would ask when 
you try to decide about the community’s 
attitude toward a problem is: what are 
the community’s expectations, what 
goals do they set for you? We can 
paraphrase from Working Paper Num- 
ber One that the community expects an 
effective pattern of complete health serv- 
ices. I think they expect it to fit the 
needs of their particular community, 
running from environmental sanitation, 
through immunization, surveys, treat- 
ment of the sick, and rehabilitation of 
the formerly sick. The community as 
a whole is not at all interested in who 
does it, whether it is the official health 
agency, the county medical society, or 
Methuski’s apes. They want results and 
they want results at a price they can 
afford to pay. The community is usu- 
ally willing, in fact anxious, to partici- 
pate in these programs. The consumer 
likes to have a hand in it just as the 
housewife likes to aid the architect in 
planning her own home. The style, the 
layout, the elaborateness are things for 
the consumer to decide. As professional 
health people you can help only with 
the technicalities—getting in the stress 
lines, and so forth. So I think that the 
community—the consumer—is usually 
willing to participate. 

It rather appears that the health 
officer too often wants the community to 
participate when it comes to public edu- 
cational programs, and getting larger 
appropriations, but does not want a lot 
of help in planning the budget. And 
he wants even less in spending. Now 
this I think is childish in its expecta- 
tions. You have to take the consumers 
in as responsible partners, or you have 
to do without them. As administrative 


minds, what are the problems in all this? 
And I say in all sincerity—and I have 
gleaned enough of this from today’s 
talks, particularly from Dr. Barr’s talk, 
and hinted at by Dr. Dixon, to be brave 
enough to say this here—that the number 
one thing is the defensiveness of many 
health officers. I do not know the facts 
on this. It has not been studied so far 
as I know. But I will point out that 
sincerity is not a synonym for compe- 
tence, nor are good intentions a sub- 
stitute. 

Uther problems are also difficult. 
They talked about support. I think I 
know something about obtaining sup- 
port for public health programs and 
public mental health programs. It all 
boils down to confidence by the public 
that the person running the program 
knows what he is doing, what needs to 
be done, and that he will get it done. 
A new confidence has to be carried over 
to the political people, the budget people, 
and the others with whom we work. I 
know of no inherent right to have people 
believe what we say. We have to go 
out and earn it. This, too, is in your 
Working Paper No. I, and I will not 
paraphrase it, but it is there and I sug- 
gest you reread it. 

The other problem you meet is the 
real toughie; that is manpower. I think 
it is unrealistic, as someone said in the 
afternoon session to expect any large 
increase in manpower in the next gen- 
eration. There is too much competition 
with engineering and other fields. We 
need health officers in too many areas. 

The threat of the expectation of serv-. 
ices is a tremendous thing. Faster than 
we train more people, there are new 
areas that want them. We can examine 
carefully the present use that we are 
making of our professionally trained 
persons to make sure we are using them 
to the maximum level of effectiveness. 
Another problem is to get people to ac- 
cept health services. Well, I think you 
do not do it by regulation until such 
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time as education and leadership have 
demonstrated to all the need and the 
services you give. Then they will de- 
mand regulation as is appropriate. For 
example, it was mentioned in one of 
the sessions that as a community gets 
more congested, outdoor toilets become 
less attractive to the neighbors, and 
people begin to demand sewage regula- 
tions and so forth. I think this will run 
right down the line. But I do not think 
you can force regulations on people and 
get away with it too well. 

Now what are the solutions? We 
could enlarge greatly on any of these 
but I am just a commentator. The first 
thing you need, I think, is more research 
as to just what the public expects and 
needs and wants. Another solution lies 
in the fact that a lot of things that the 
public wants we are not altogether sup- 
plying. These new areas were very 
briefly mentioned in some of the ses- 
sions today: alcoholism, accidents both 
industrial and highway, mental health, 


the problems of the aging, rehabilita- 


tion. Dr. Dixon mentioned facetiously 
a very serious problem from the health 
point of view—call it nutritional. He 
referred to it much more cheerily, I 
thought, as the epidemiology of glut- 
tony. But, it is probably one of our 
major health problems, and does mean, 
simply, that we are too “well fed.” 

Now I look upon the people as con- 
sumers, whose needs and interests must 
be recognized, and I think a solution 
lies within the community health organ- 
ization of various citizens’ groups via 
the education that they get through par- 
ticipation in planning and execution of 
the program, and the leadership that 
they will carry in the community with 
you. 

You are in effect the architects, the 
technicians. But the consumer must de- 
cide the size and cut of the job. These 
I think are fair representations of my 
opinion of the community’s attitude. I 
would urge you to get some research 
done and know what the community’s 
attitudes really are. 


Local Health Services . . . Now and in 


the Future 


JOHN D. PORTERFIELD, M.D., M.P.H., F.A.P.H.A. 


3 I hope all of you remember the great 
Caucus-race in Alice’s Adventures in 
Wonderland, because the last speaker 
at a conference like this is usually ex- 
pected to play the part of the Dodo. 
You will recall that after Alice and a 
motley crowd of birds and beasts had 
been running without a goal or a time- 
keeper for half an hour or so, the Dodo 
suddenly called out “The race is over!” 
And when they asked “Who has won?,” 
the Dodo after a great deal of thought 
said, “Everybody has won, and all must 
have prizes.” 

In spite of my respect and affection 
for that admirable bird, I instinctively 
reject a role that calls for nothing but 


mutual congratulations and a general 
distribution of kudos. 
It seems to me that neither is in order 


here. The purpose of this conference, 
as I understand it, has been to probe 
some of the handicaps under which tax- 
supported agencies labor in their efforts 
to deliver needed health services to 
local communities. The area of study 
is one in which there is little occasion 
for congratulations and few have won 
kudos. 

Ideally, I should give you an “off-the- 
cuff” summary of the conference, after 
having roamed from one discussion 
group to another—jotting down the most 
provocative debates on my way. I have 
been obliged to guess the outcome of 
your deliberations and to come up with 
a brief discussion of local health serv- 
ices—now and in the future. 

This has not been too difficult an as- 
signment. Your able program coordi- 
nator gave me advance copies of the 
Working Papers, so I have the advan- 
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tage of knowing the base lines from 
which you have been working all day. 
But for any original observations, I am 
thrown pretty much on my own limited 
resources. I shall have to leave it to 
you to decide whether my thoughts on 
the subject duplicate, conflict with, or 
even bear a cogent relation to the goals 
and methods you may have found mutu- 
ally acceptable. 

We all know that the people in local 
communities along every highway, lane, 
and city street in these United States 
need all the resources for health that 
official and voluntary agencies can mus- 
ter—more than have been mustered up 
to date. New knowledge on man’s physi- 
cal, mental, emotional, social, and envi- 
ronmental problems is accumulating at a 
fabulous rate. The array of new tools 
for dealing with disease, injuries, con- 
genital defects, emotional disorders, and 
environmental hazards offer dazzling 
prospects for better health and longer 
life. 

Fluorine added to water reduces den- 
tal caries. 

A cytological test for cervical cancer 
is performed without surgery and is 
ready for the pathologist’s scrutiny in 
a matter of minutes. 

New antimicrobials halt tuberculosis 
in a matter of months and promise to 
prevent recurrence of the disease in first 
infections. 

Astonishingly simple technics raise 
elderly invalids from their beds and re- 


Dr. Porterfield is Deputy Surgeon General, 
U. S. Department of Health, Education, and 
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store them to their homes, able at least 
to care for their daily needs. 

Such new tools whet the zeal of health 
workers, of course. Their potential is 
so brilliant that we sometimes do not 
ask where and when, and how we can 
get these tools used most effectively. 
Instead, we turn to our standard sales 
organization—the local health depart- 
ment—and say “get going!” 

Nothing happens—or not much. 
Existing local health departments con- 
tinue in the main to carry out their 
classical roles in the prevention and 
control of communicable diseases, milk- 
water-food sanitation; sewage disposal, 
the collection of data on morbidity and 
mortality and the like. For these the 
health department has the know-how 
and the personnel. But when it is faced 
with a new application in health it often 
turns out that there are no funds or 
skilled personnel. Or if it has the 


wherewithal it does not have the back- 
ing of the community in carrying out 


the project. Or even with the backing 
of community leaders, the health depart- 
ment has not obtained the effective sup- 
port of that segment of the community 
which needs the service. In _ other 
words, it is running a Model-T opera- 
tion in a station wagon era. 

I do not want to be misunderstood. 
Every community needs the elementary, 
protective services which a good local 
health department gives. I only wish 
to point out that other needed health 
services cannot be effectively rendered 
unless or until our new models are 
available to the public. 

Here the American public in the sec- 
ond half of the 20th century parts com- 
pany with their professional health 
workers. They like automobiles but 
are cool to Model T’s. They see and 
feel no need to relive all of Grandma’s 
experiences. Instead, like Portia of the 
soap-opera fame, they are ready to 
“face life’—as of now—today—and go 
on from that point. I, for one, am 


unwilling to view this reluctance to buy 
only our staple wares as apathy. Per- 
haps there is a trace of professional 
obtuseness in our frequent conclusion 
that the world’s most enthusiastic and 
energetic people are “indifferent, apa- 
thetic.” How often do we appear to 
them as “apathetic” to their felt needs? 

We did not inherit this blindspot 
from the original framers of the full- 
time local health department. They took 
the materials then at hand and in the 
fire of community experience forged the 
local health department—a shield be- 
tween the community and certain pre- 
ventable ills. How perfect in design, 
how “functional” at all times and places 
this creation of our professional an- 
cestors looked! They dreamed of its 
universal application. And well they 
might—for despite imperfections in the 
metals, soon to be corrected, it did work. 

Yes, they muttered about “public 
ignorance and inertia”—but less smugly 
than we use our blander epithets. They 
could eliminate these handicaps in many 
instances. Because the proof was there 
for everybody to see and feel. Women 
and children were not dying at such 
appalling rates. Epidemics got halted 
right quickly. Mothers learned some of 
the new-fangled ways to look after them- 
selves in pregnancy and to care for their 
babies. School teachers learned what 
to do about lice and seven year itch. 
Hookworm, pellagra, rickets, and even 
the things you whispered about (“con- 
sumption” and “bad blood”) ceased to 
be acts of fate. Mayors and county com- 
missioners directly experienced these 
benefits in their own families. And 
even the treasurer knew that county ex- 
penditures for pauper funerals had 
dropped. 

But what is the situation now? It 
would be hard to deny, for instance, 
that the average local health depart- 
ment is no match for the blitzkrieg of 
automotive accidents. Or, for that mat- 
ter, for the increasing mechanical and 
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chemical hazards to life and limb at 
work and in the home. 

In a local health department where 
there has been little or no change in 
staffing patterns or program over a 
period of years, the old people in the 
county home—lying helpless, staring at 
the wall—are not perceived as a “local 
health problem.” They have had it. 


There is nothing to “prevent,” and an 
educational nursing visit would be 
Besides, they are a “welfare 


wasted. 
problem.” 

Cancer? Heart disease? There are 
some local health departments that per- 
ceive their function in chronic disease 
control as limited to traditional activi- 
ties for population groups for which they 
have traditional responsibilities. 

For example, the promotion of 
periodic medical examinations is a by- 
product of child health, school health, 
and communicable disease control pro- 
grams. The assumption is that the 
“health habit” of periodic examination 
by a physician can be firmly implanted 
in childhood and will then be practiced 
throughout life. These departments can 
assure us that practically their entire 
well-child population from birth through 
the elementary grades “see their physi- 
cians” at least once a year. But the 
picture blurs for high school and col- 
lege students, since health department 
responsibility seems to end at that time 
of life. No one knows whether the adult 
citizens of these communities are prac- 
ticing the “previously developed” habit 
or not. 

Some of these promotional services 
have been in operation 25 years. 
Chronic disease mortality in those very 
communities has risen inexorably. But 
the staffs are still hopefully waiting for 
death rates from chronic disease to go 
down as a result of “education for 
periodic medical counseling when well.” 
In other words, they are still chugging 
along in their Model T’s. New pas- 
sengers are okay if they can be fitted 


in, but neither the engine nor the chassis 
of the Model T can pull or carry the 
larger load of new services needed in 
communities today. 

Meanwhile, technics for the early de- 
tection of some of the major chronic 
diseases in the age groups of highest 
incidence and mortality—young adults 
and the aging—go unused. The chances 
of making a real impact on prolonged 
disability by detection programs and 
referral of patients to their physicians 
for diagnosis and treatment are lost. 

These, I suspect, are some of the rea- 
sons for the unestimated death rate of 
local health departments. But inertia 
or lack of perception on the part of 
local health personnel is only one part 
of the problem. The underlying factors 
of financial stringency and personnel 
shortages, for example, have been high- 
lighted in every session of this Confer- 
ence. 

Invariably, however, we come back 
to a large unknown quantity: the atti- 
tudes of people in the community. And 
community attitude has been another 
important item on your Conference 
agenda. Everybody—or almost every- 
body—agrees that community leaders 
should be “brought in” at every stage 
in the planning and development of 
health programs. The growing number 
of local health committees and coun- 
cils attests that health agencies are con- 
cerned with this problem and are trying 
to improve their missionary outreach to 
the community. 

Most of us here could give examples 
from our own experience of success or 
failure in the presence or absence, re- 
spectively, of citizen participation. I 
remember one local health department 
that died at a fairly advanced age. We 
were never able to bury it until a 
citizen’s health committee had been 
formed to look into the whole situation 
and had taken the initiative in develop- 
ing a new local health service. 

I also remember a project that suffered 
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practically a neonatal death. It was a 
demonstration by a national health fund. 
Satisfactory quarters were rented on the 
main street. Staff for the entire dura- 
tion of the project was engaged in ad- 
vance, so 15 public health nurses landed 
in town at the same time. They had 
nothing to do, but they reported for 
duty conscientiously every morning and 
sat in the front windows watching the 
world go by (and, I must say, fuming 
with frustration). But the community 
did not understand and quickly became 
resentful of the “service” which it was 
helping to pay for but which did not 
serve. The demonstration folded. 

Grant-supported demonstrations of this 
kind need prior citizen leadership and 
active participation in the planning. A 
second requirement is the most skillful 
timing and staging of operations—lack- 
ing in this demonstration. Support 
should be carefully matched to commu- 
nity demand. 

Fortunately, there is a growing litera- 


ture that gives health agencies scientific 
guidelines for the organization of sound, 


continuing programs. In the past, we 
have had to depend pretty much on the 
intuitive insight of health workers. But 
not everyone is endowed with keen in- 
sight of human behavior—especially in 
situations involving new relationships 
between groups with diverse back- 
grounds and interests. Now we are 
learning from the behavioral scientists 
some principles of community organi- 
zation for health purposes. 

We know, for instance, that a dem- 
onstration has a better chance of success 
if community leaders and demonstrators 
agree on the ultimate objective and have 
a common understanding of the im- 
mediate goals. We know that commu- 
nity leaders must feel that this dem- 
onstration is a means of solving a 
problem of concern to themselves and 
others in the community. We know 
that the methods proposed by the dem- 
onstrators must be acceptable to com- 


munity leaders, especially those whose 
active participation is required during 
and after the demonstration. But most 
important, we know that we will be 
wasting our time unless our work meets 
a felt need of those particular human 
beings in the community who have or 
are likely to have the health problems 
we would help them solve. 

What I have said may sound too gen- 
eral for application to immediate prob- 
lems of concern to the members of this 
Conference. But generalizations based, 
as these are, on scientific studies are just 
what we need. In the social aspects of 
public health, we are looking for re- 
search that will give us principles; just 
as in the biological sciences, our spe- 
cific technics depend upon the great gen- 
eralizations of basic research. 

We might discuss the problem of 
coordination of local services ad 
infinitum. Meanwhile, the people’s 
need grows apace for some form 
of health organization; some focal 
point whence flow services perceived by 
the public and the professions as essen- 
tial to safe and healthful living in their 
ever-changing communities. 

If this need has been met in very few 
communities, officials and voluntary 
agencies at every level—national, state, 
and local—must say their mea culpas. 
None of us is guiltless. 

The fault may be a failure to recog- 
nize the social trends, the new forces 
arising in community life and already 
giving impetus to the application of 
new health knowledge. It may be our 
failure to perceive our professional 
selves as other professions and the pub- 
lic perceive us. Are we ready to say 
that we need a little humility? It is a 
humbling thought. The failure is ours, 
since ours are the professional skills 
without which the people cannot meet 
their needs. 

We in the Public Health Service are 
holding an open mind on how the needs 
are to be met. We will continue to sup- 
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port with all the resources at our com- 
mand the established health programs, 
and we will press for the widest possible 
application of new technics both in 
traditional and new public health fields. 

But we are going to try to get defini- 
tive answers to some of the questions 
you have been raising here today. For 
example, our Community Research staff 
tells us there are 775 counties in the 
United States, none of which have a full- 
time local health department. We would 
like to know from the people in these 
counties: Why? What are their needs 
in terms of medical fact and opinion? 
What do they see and feel as their health 
needs? How does the community do 
business in other fields than health 
service? 

With these facts to guide us, we would 
like to find out with those people what 
services are to be provided, how they 
are to be delivered, and by whom? 
Then we would like to see, for every- 
body’s benefit, what the results of such 
services so delivered would be—as 
measured by changes in both the “ob- 
jective” and “subjective” needs. 

These counties offer a fascinating field 
of study. They are located in 27 states, 
chiefly in the Great Plains and Rocky 
Mountain areas. And their social and 
economic characteristics present a truly 
remarkable contrast to those of counties 
throughout the country in which the 
traditional local health department or 
district has been established. 

The counties without full-time public 
health organizations are sparsely popu- 
lated; the median density being 11 per 
square mile with a total population of 
9,400. Contrast this with the “health 
department counties” where the density 
is 42 per square mile in a population 
of 23,400. 

Again using median counties in both 
groups, we get this picture: An older 
population in the “no health depart- 
ment” group, the median age being 29 
years; 27 years in the “health depart- 


ment counties.” In the 775 counties, 
40 per cent of the employed population 
in agriculture; 29 per cent in the “health 
department counties.” 

The median family income in the 775 
counties is $2,500—and in the “health 
department counties,” $1,900, a substan- 
tial difference. Also, the population 
under 25 years of age has more years 
of schooling (9.2) in the 775 counties 
than in the “health department” coun- 
ties (8.3 years). 

There they are: about 10 million 
people—better off economically, better 
educated than the populations of coun- 
ties with the traditional local public 
health structure. They are living for 
the most part surrounded by vast un- 
populated countrysides, without a trace 
of that indispensable local health unit— 
and, so far as anyone knows, feeling no 
pain at its absence. That is a public 
health preblem to make the “shoe-leather 
epidemiologist’s” foot itch. 

But this time, the “Public Health 
Service investigator” will not be a lonely 
Lumsden, Frost, or Mountin. There 
will be a research team with some new 
members aboard—anthropologists, psy- 
chologists, economists, and political sci- 
entists to give us a picture of these com- 
munities and their people—going about 
the business of living in their usual 
way; and of the health needs as the 
people see them. And there will be 
other specialists to give the professional 
public health view of needs. 

We plan to study several representa- 
tive counties intensively along these 
lines in the next few years—counties 
with different characteristics, counties 
with and without “traditional public 
health structures.” These are by no 
means the only studies we expect to 
conduct or support in the broad area 
of public health practice. Many will be 
focused on how to develop a specific 
program or apply a single technic. But 
the county studies I have described are, 
obviously, most pertinent to the inter- 
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ests of this Conference on Local Health 
Departments. 

I hope the mission of our research 
team sparks your interest and imagina- 
tion as it has ours. For basically, this 
is an entirely different approach to 
“health organization” in this country. 
No preconceived formulas; no profes- 
sional dictatorship; no personality 
salesmanship; no exclusive attention to 
one problem area; a reversal of roles— 
the people leading; professions support- 
ing. 

What will come of it? We do not 
know—but we will surely tell you when 
we find out. Will this be the local 
health service of the future? For the 
research community—yes; for some 
other communities, maybe; for most 
communities—probably not, in every 
detail. The pattern must fit the com- 
munity. We are trying to find out how 
to cut the pattern and fit it. What this 
all adds up to is that we are working 
with you in retooling the plant which 
will manufacture the modern vehicles 
that are needed to carry both the still 
needed health programs of yesterday as 
well as the newer programs of today. 

“Health is not an isolated problem,” 
Dr. Burney, our new Surgeon General, 
is fond of saying. And he means this 
to apply to individuals, families, health 
organizations, and communities. Health 
workers in official and voluntary agen- 
cies alike must be leaders—but there is 
a new role of leadership to be learned, 
and its first principle is to learn to 
follow. 

An aggressive health agency is not 
the one that makes resistance its only 
response to the establishment of new 
health and health-related programs in 
other agencies. Oh, I know the feel- 
ings of many health administrators— 
as they see one new activity after an- 
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other proliferate around them, out of 
their reach but free-wheeling within 
their orbit. But perhaps some of our 
resentment would get better results if 
its energy were used to discover the 
dynamic forces loose in society today, 
casting up new needs and irresistibly 
shaping new services wherever they find 
receptive ground. Perhaps the truly ag- 
gressive health agency is the one that 
picks up the phone and says to the new 
program in another agency: “Local 
health service speaking. Glad to have 
you aboard. What can we do to help?” 

That would come a little closer to the 
polysyllabic ideals we so often talk about 
—interdisciplinary teamwork, integra- 
tion, unification, cooperation, et cetera, 
et cetera. In Basic English, we health 
workers in all agencies need to give— 
not as we ask the people to give: money, 
time, interest, and respect for what we 
tell them to do. We need to give in a 
little, give up a little, and give out a lot. 

If my remarks have not given you a 
clear picture of local health services, 
now and in the future, I am content. 
For the picture is always moving in and 
out of focus, always beginning, always 
ending. The American Public Health 
Association Task Force Report puts it 
admirably. 

“The nature and scope of public 
health practice are not static but must 
change with the needs and desires of the 
people and with progress in science and 
technology.” 

Lacking the precision of manufactur- 
ing and the direct person-to-person rela- 
tionship of medical practice, health 
service will always be a composite of 
the tangible and intangible, the simple 
and the complex, the definitive and in- 
definable. And so I leave you with the 

advice of my friend, the Dodo—“The 
best way to explain it is to do it.” 
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Working Paper No. |—National Advisory Committee on Local 
Health Departments, National Health Council 


Trends and Needs for Official Community 


Health Services * 


As seen by Health Officials in 28 States 


*$% State and national health authorities 
directly concerned with official commu- 
nity health services provided the basic 
information used in planning the 1957 
meeting of the National Advisory Com- 
mittee on Local Health Departments. 
From 28 states came 50 sets of replies 
(Table 1) to six questions asked last fall 
by the annual meeting committee. The 
questions were: 


1. What do you see as the most important 
tasks for local (and state) community health 
services? 

2. What modifications are needed in the 
traditional structure of community health 
services? 

3. What are the most important problems 
you are now facing (or anticipating) in the 
extension or modification of community health 
services? 

4. What are some of your successful experi- 
ences or programs that get at the newer and 
less traditional problems in your area? 

5. What do you need in the way of commu- 
nity support for your extension efforts? 

6. What are state and local affiliates of na- 
tional organizations that make up the Na- 
tional Advisory Committee doing to help in 


* This summary report was prepared by 
Ralph T. Fisher of the New Jersey State 
Health Department for the NACLHD annual 
meeting committee; Clarissa E. Boyd, Ralph 
T. Fisher, George James, M.D., Arthur Knee- 
rim, Mrs. Harold V. Milligan, Glenn H. 
Reynolds, Robert Rothermel, M.D., Sherwood 
A. Messner (ex officio), Howard Ennes 
(chairman). 

+ Responses to questions 1-5 are presented 
in summary form in Tables 2-6. Tabulations 
were prepared by V. M. Winkle, M.D., and 
Virginia Pence, Kansas State Health Depart- 
ment. 
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the promotion of better community health 
services, and what—specifically—could they do 
further? 


Money the Number One Need 


While the love of money may be well 
known as the root of all evil, the lack 
of adequate financial support emerges 
in the replies as by far the greatest 
problem in providing community health 
services. Financing was listed 23 times 
as the most important task and 28 times 
its lack was rated as the most impor- 
tant problem. The replies report further 
that money can be a pressing problem 
to health departments in any of the three 
phases of development—birth, care, 
growth. In fact, a few replies indicate 
that lack of funds will not only prevent 
the birth of a health department, but 
will prevent conception. 

Closely allied with the need for finan- 
cial support is the problem created by 
the lack of adequate, well trained per- 
sonnel, which many replies indicate is 
a direct result of inadequate salaries. 
Recruitment, training, and provision of 
equitable salary ranges were indicated 
as necessary parts of solving this prob- 
lem. 

“Generally low salaries avaliable,” is 
the report of one state health officer. 
“Federal and state funds are needed to 
supplement local funds to provide com- 
munity health services,” says another. 
“We need a constitutional amendment 
to permit the state to appropriate money 
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to municipalities and we need legisla- 
tion to provide special taxes for such 
support,” reports another state. 

The state director of a bureau of local 
health services says that their low salary 
scales do not permit favorable competi- 
tion with industry, the federal govern- 
ment, and other states for personnel. 
One state cites their need of new funds 
for growth (for chronic disease pro- 
grams and for mental health), while an- 
other state points up their need for ex- 
pansion of virology, micrology, and 
other laboratory services. 

Throughout the replies the same 
words are repeated: “inadequate funds,” 
“poor facilities,” “low salaries,” “lack 
of personnel,” “need for expansion.” 
Pilot programs on a limited scale re- 
ported in answer to question four indi- 
cate explorations in emerging fields 
which will require new appropriations 
for the optimum use of the newer knowl- 
edges and skills in reducing illness and 
premature deaths. 


Community Study, Planning, Action 


We are not just crying in our beer 
that we need more money, however, for 
a large number of replies indicate a 
resourceful analysis of some of the rea- 
sons why funds are not appropriated 
and a recognition of some of these fac- 
tors as problems to be met. 

Skepticism on part of the public con- 
cerning benefits of preventive medicine 
through services of local health depart- 
ments was listed by 20 as an important 
problem. Joint community study of 
health problems and program planning 
was listed by 22 as an important task 
and a realistic evaluation of what is 
needed in the way of health services and 
what can be provided was listed by 19. 

An assistant state health officer sug- 
gests re-evaluation of facilities and serv- 
ices in light of the needs of new pro- 
grams (growth) and of established 
programs (care). 
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A state health council secretary writes, 
“We have been interested in developing 
citizen participation looking forward to 
greater financial participation on the 
local level. It is often not too difficult 
to secure federal or state funds, but if 
local funds are not involved and local 
government encouraged, many times 
the efforts do not accomplish permanent 
institutions.” 

A state health commissioner says, “I 
do not think any one agency can ade- 
quately plan the health services of any 
community. This requires participa- 
tion on a broad basis.” 

Public apathy, disinterest, misinfor- 
mation, and lack of understanding are 
listed ir many replies as symptoms of a 
larger problem—that of securing active 
community based participation in the 
evaluation, planning, and provision of 
community health services. One health 
officer in considering these symptoms 
stated his conviction plainly and force- 
fully: “It is the obligation and respon- 
sibility of the local health officer to bring 
local community leaders into discussions 
of the development and plans for modi- 
fications of existing programs and pos- 
sible development of new programs.” 


Need for Consolidation of 
Small Areas 


A first magnitude problem reported 
from many states, even those having 
county health department legislation, 
was concisely defined by an assistant 
director of local health services as: 
“Organization of health services on a 
sufficiently large area to provide a large 
enough population and tax base to sup- 
port a health department with the num- 
ber and quality of personnel to carry 
out a modern public health program.” 

“Only one area in our state has or- 
ganized and operates under the county 
health department enabling law,” re- 
ports one state health officer, while a 
second counters: “Not a single consoli- 
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dated health district has been established 
since permissive legislation was enacted 
in 1951, although our primary problem 
is that of having hundreds of individual 
municipalities too small to support full- 
time health services.” 

Others report: State sadly lacking in 
public health coverage; concerted efforts 
to develop large districts have for the 
most part failed; difficult to get sparsely 
settled areas to combine for health serv- 
ices; part-time health officers retain 
power even under consolidation; we 
need legislation. A number of replies 
indicated the opinion that solution of 
this problem is dependent upon state 
or federal subsidy for local health 
services. 

An allied problem as reported by ten 
officials is the need to have all official 
public health services placed in the 
health department. The process of 
growth has resulted in having various 
health services administered by different 
departments of local or state govern- 
ment, with the obvious shortcomings. 
One state health commissioner listed this 
as his primary task and at the same time 
voiced a protest which a number of 
health officers found timely: “Consoli- 
date all official public health services 
under the department of public health 
and resist any attempts to set up sepa- 
rate programs for any and everything 
that has temporary popular appeal.” 


Changing Role of Health Department 


The changing role of the health de- 
partment in the community was consid- 
ered prophetically in replies to the sec- 
ond question and illustrated specifically 
by the examples of new programs and 
services described in replies to question 
four. Chronic illness control and mental 
health were the areas most frequently 
noted as today’s frontiers in pubilc 
health. 

Most persons placed the emphasis of 
their concept of the changing role of 


the health department on community 
leadership. In replying, 15 said that 
health departments need to take more 
community leadership in problems of 
aging, chronic disease, accident preven- 
tion, rehabilitation, water and air pollu- 
tion, and mental health. A broad in- 
vestigation of the changing role of 
health departments and development of 
new technics where traditional patterns 
of health services may not be practical 
was recommended by 11 persons. The 
responsibility of the health department 
to assume its full position of leadership 
in community surveys and studies of 
health needs and resources, and in com- 
munity planning and provision of health 
services was emphasized again. 

In his reply, a state health officer 
wrote: “In the new programs, particu- 
larly the chronic diseases and mental 
health, a closer relationship should be 
built up between the health department 
and the voluntary groups that are spe- 
cifically interested in these problems, 
particularly in such fields as state or- 
ganization, special surveys and studies 
and perhaps in demonstration clinics.” 

“The future suggests closer coopera- 
tion and planning among official health 
and welfare agencies and voluntary 
agencies in relation to chronic illness 
and mental health,” replied another state 
health commissioner. 

The reply from a Public Health 
Service regional office most aptly sum- 
marizes what many people said in 
describing this changing role of com- 
munity leadership by the health depart- 
ment: “Local health departments to a 
certain extent will have to change from 
their traditional role of providing direct 
services to a relatively small segment of 
the population to one of acting as a 
catalyst for all community services that 
have a health role: i.e., hospitals, physi- 
cians, voluntary health agencies, and 
coordinating their efforts into the most 
effective pattern in order that the most 
complete health service possible may be 
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provided to the individual and the com- 
munity at the lowest possible cost.” 


Voluntary Agency Activity and 
Responsibility 

The last question asked for examples 
of what the state and local affiliates of 
national organization members of the 
National Advisory Committee on Local 
Health Departments were doing to pro- 
mote community health services and 
what further—specifically—they could 
do. 

Replies to this question reported a 
wide range of participation by state 
and local affiliates—from virtually no 
activity to close and continued active 
participation in efforts to promote com- 
munity health services. (See also Ap- 
pendix II.) 

Several replies indicated that partici- 
pation in community planning through 
health councils, both local and state, 
has provided an effective way of com- 
bining forces. Voluntary agency sup- 
port for the enactment of needed legis- 
lation for local health services was also 
reported as a positive contribution. 
Financial support of specific community 
health services was cited in a number of 
instances. 

Taking leadership in new and experi- 
mental community health services, the 
unique and historical job of the volun- 
tary agency, was reported by several 
state health commissioners as a vital 
function. One health officer singled out 
another service which voluntary agen- 
cies provide, replying: “These groups 
reach and influence segments of the 
population that it is difficult for official 
agencies to sway. 

While the replies reporting on the 
current activities of the state and local 
affiliates in promoting better commu- 
nity health services were.couched in 
general terms for the most part, the re- 
sponses to what further could be done 
were in many instances specific, detailed, 
and obviously written from a_back- 
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ground of immediate and, in many 
cases, frustrating experience. Since the 
impact of these replies cannot be con- 
veyed in a summarization, a number 
are quoted directly as an on-the-spot 
report of what some health officials see 
as the job to be done. 

A state health department official 
writes: “There has been no concerted 
effort on the part of the local repre- 
sentatives of many of these organiza- 
tions to become actively engaged in 
promoting the establishment of county 
health departments. Specifically there 
are ten counties in our state with popu- 
lations of over 100,000 in which com- 
munity health programs could be sub- 
stantially improved by the establishment 
of county health departments. It would 
be highly desirable to have all the local 
affiliates of these organizations in a few 
of these counties agree to plan and 
carry on a campaign which would re- 
sult in the establishment of a county 
health department.” 

Another state health official reports: 
“Seventeen of our counties are without 
an organized nursing service. Some of 
these counties are sparse in population, 
some have low tax collection and are 
distressed, others are apathetic. When 
recently we met with the county com- 
missioners to prevail upon them to es- 
tablish a nursing service, only one rep- 
resentative of the voluntary health 
organizations was present. With the 
active participating assistance of the 
voluntary organizations community 
health services could be developed on a 
community, metropolitan, county, mul- 
tiple county, or district level. With this 
type of development and with sufficient 
financial support adequate staffing and 
effective programing could be developed. 
Part-time untrained health officers 
would be eliminated.” 

Criticism was not restricted to state 
and local affiliates, for one state health 
officer said: “It is my feeling that be- 
cause the national organizations try to 
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please many groups doing some public 
health work they give little support to 
the vital need for unification of local 
health services. Not very much help is 
being given by any national organiza- 
tion on the problems mentioned.” 

Self-limitation of voluntary agency 
interest and activities is indicated by a 
health officer in his reply: “Each is at- 
tempting to promote his phase of the 
program, giving but little consideration 
to the over-all picture or actual needs 
of the people.” 

Another gives recognition to help re- 
ceived, while indicating the need for 
more active involvement: “There are 
many organizations in the National Ad- 
visory Committee with state and local 
affiliates that have been most helpful 
to our State Board of Health. However, 
our experience has been that state and 
especially local affiliates are reluctant 
to take an active stand on local public 
health issues.” 

A more pointed reply from another 
state was: “This varies considerably 
from one area to the next and is diffi- 


cult to evaluate but, in general, most of 
the volunteer agencies do very little. 
It seems that most of the local affiliates 
are interested mainly in fund raising 
for their volunteer organization and not 
much else.” 

Other replies were: “Could benefit by 
more coordination between agencies”; 
“each agency prefers to go its own 
way”; “we need to arouse agency in- 
terest”; “closer coordinated effort is 
need 2d.” 

A number of health officers indicated 
in their answers to the question on the 
changing role of the health department 
that more active community leadership 
by the health department is necessary 
to achieve this community team work 
that so many reported to be lacking. 

The reply from one health official con- 
tained a few simple words which seem 
appropriate in summary. He wrote, 
“The health department cannot continue 
unless the community can see the results 
of its existence. Community support 
cannot be demanded. It must be 
earned.” 


Table 1—Types of Respondents to NACLHD Query of State 
Official Health Agencies, 1956 


Total Responses 


State Health Departments (28 states) 
State Health Officers 


Directors of Local Health Services...............cccceeeeeeecs 12 


Division Heads 
State District Health Officers 


State Mental Health Agencies 
State Water Control Commissions 


Regional Medical Directors, PHS... 


Local Health Officers 
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Table 2—Responses to Question 1: What Do You See as the Most Important 
Tasks for Local (and State) Community Health Services? 


Number 
of 
Replies 


Number 


Rank 


of 


Replies 


1. Obtaining adequate financial support 

2. Joint community study of health 
problems and program planning... 

3. Realistic evaluation of needs and 
what can be provided 

4. Obtaining more personnel and better 
utilization 

5. Consolidation of small cities and 
counties into local health districts. . 

6. Consolidation of all official public 
health services under the depart- 
ment of public health 

7. Expansion of facilities and services 
for chronically ill and aging ... 
Joint use of health facilities by all 
health organizations . . . More in- 
service and formal training for pro- 
fessional public health workers . . . 
Promotion of local health depart- 
ments and public health nursing 
services . . . Full coordination and 
cooperation between official and vol- 
untary health organizations 

. Education of public concerning value 
of protective health technics and 
role of health departments in promo- 
tion of health 

. Better physical facilities and _per- 
sonnel policies 

. Revised local health legislation . . . 
Expansion of environmental sanita- 
tion services, especially in fringe 


. Extension of specialized programs 
(heart, cancer, accident prevention, 


23 
22 
19 
16 


10 


12.More and better health education 
at the local level 

Expansion of communicable disease 
control services . . . Expansion of 
stream pollution activities . . . Ex- 
pansion of industrial health pro- 
grams . . . Survey of local resources 
and more effective utilization of 
existing facilities for mental health 
promotion, case finding and early 
Rx . . . Coordination of rehabilita- 
tion services to ill, disabled, aged 
. .. Promotion of better understand- 
ing on part of private physicians... 
. Formation of effective local boards 
of health . . . Complete evaluation 
of medical and hospital care ... 
Placement of services in centrally 
located clinic rather than individual 
visits to homes and schools .. . 
Make the community hospital the 
health center . . . Development of 
noninstitutionalized programs for the 
mentally ill and mentally retarded 
. .. Survey of the types and amount 
of services furnished by voluntary 
agencies . . . Expansion of maternal 
and child health services . . . Dis- 
aster planning . . . Establishing of 
local mental health programs in- 
cluding traveling guidance centers 
for rural areas . . . Greater emphasis 
on family responsibility for health 
protection . . . Assignment to local 
health departments of authority often 
given to state health departments. . 


13. 


1 


i 
i, 
7 
= 
Rank 
| 
2 
8 
7 
6 
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Table 3—Responses to Question 2: What Modifications Are Needed in the 
Traditional Structure of Community Health Services? 


Number 
of 
Rank Replies Rank 


1. Health departments need to take 
more leadership in problems of 
aging, chronic disease, accident pre- 
vention, rehabilitation, water and air 
pollution, mental illness 

2. Broad investigation of changing role 
of health departments and the de- 
velopment of new technics where 
old traditional patterns of health 
services may not be practical 

3. Continuous survey of community 
health problems and evaluation of 
ongoing health programs to see that 
they are meeting new problems.... 

4. Community participation on a broad 
basis in health planning 

5. Consolidation of all official health 
services under administration of the 
health department 

6. Closer cooperation and planning 
among official health and welfare 
agencies and voluntary health agen- 
cies 

7. More attention to industrial health 

8. Study and development of home- 
care possibilities . . . Need to 
increasingly utilize professionally 
trained personnel such as health 
educators, medical and psychiatric 
social workers, sociologists and 
radiologists . . . Consolidation of 
small and sparsely populated gov- 
ernmental units into larger health 
districts . . . Need to find new 
sources of revenue 

9. Use of the health department as a 
lever to help services to be provided 
by other agencies in the community 
rather than by health department 
itself . . . More inservice training 


and education of public health staff 
concerning changing structure of 
public health services 

10. Provision of nursing services 
small industrial plants . . . More 
financial support for all types of 
hospitals, nursing homes, homes for 
aging, convalescent centers . . . Need 
to provide more direct services and 
less “consultation”. . . Need better 
interpretation to public and appro- 
priating bodies of services of public 
health 
.Need to add certain chronic dis- 
eases (such as diabetes) to list of 
reportable diseases . . . Need more 
research into chronic illness, mental 
illness, rehabilitation . . . Re- 
evaluation of communicable disease 
program to meet rapid changes in 
population groups . . . More empha- 
sis on family-centered programs in- 
volving general practitioner with 
other members of health team . . 
New concepts of pre- and post- 
hospital supervision of tuberculous 
and mental patients . . . More 
clinic services for mental illness, 
alcoholism, tuberculosis . . . More 
demonstration clinics for chronic ill- 
ness .. . More rehabilitation centers 
. . . Provide physical and occupa- 
tional therapy for home-bound pa- 
tients . . . Provide information and 
consultation services to chronically 
ill about where they can get treat- 
ment . . . More generalized health 
programs and fewer specialized ones 
. . « More fully developed local 
health services 


Number 
of | 
Replies 
3 
15 
ll 
10 
8 
7 
6 
5 
4 = 
1 
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Table 4—Responses to Question 3: List the Most Important Problems You 
Are Now Facing (or Anticipating) in the Extension or 
Modification of Community Health Services 


Rank 


1. Lack of adequate financial support. . 

2. Lack of adequate, well trained per- 
sonnel 

3. Skepticism on part of public concern- 
ing benefits of preventive medicine 
through services of local health de- 
partments 

4. Lack of coordination among voluntary 
and official health and welfare agen- 


5. Need to absorb the mental health 
program into local health departments 
... Need for chronic disease diagnos- 
tic clinics . . . Great number of small 
political sub-divisions and their wish 
(or legal requirement) to have their 
own health department . . . Lack of 
leadership from local and state health 
departments . . . Lack of local com- 
munity participation in studying and 
planning health services............ 

. Need to redirect health education to 
influence public attitudes concerning 
the chronic diseases . . . Need for 
inservice training of personnel . . . 
Need for more adequate local health 
services legislation 

7. Increasing responsibility of local 
health department for indigent medi- 


cal care . . . Need for more bed 
space and elevation of standards for 
chronically ill, convalescent and other 
nursing home type patients . . . Need 
to alter immunization programs to 
meet needs of older nonimmune . . 

Need for modification of sanitation 
program in rapidly growing fringe 
areas . . . Poor facilities and per- 
sonnel policies . . . Competitive ex- 
tension of public health services by 
other agencies such as school nursing 
and local mental health programs 
. . . Too many specialized programs 
at expense of generalized commu- 
nity health program 


8. Need to separate “special disease” 


agencies from each other and from 
community planning bodies . . . Need 
more factual research on aging .. . 
Need to develop and maintain ade- 
quate facilities for care of tubercu- 
lous . . . More education of physi- 
cians about modern drug therapy for 
tuberculosis . . . Need for more oc- 
cupational health services . . . Need 
for more direct services and less 
“education” 


Number Number 
of of 
Replies Rank Replies 
28 
26 
20 
vw 
2 
4 
3 
1 
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Table 5—Responses to Question 4: List Some of Your Successful Experiences or 
Programs That Get at Some of the Newer and Less 
Traditional Problems in Your Area 


Number Number 
of of 
Rank Replies Rank Replies 


1. Broad community and school pro- 
grams in mental health promotion 
and behavior clinics 

2. Program for farm and home accident 
prevention . . . Extended local health 
services 

3. Rheumatic fever clinics 

4. Diabetes clinics including case find- 
ing, supervision and referral 

5. Extended public health nursing serv- 
ices to mentally ill and to families 

. Regulations on radiation con- 
trol . . . Epilepsy program . . 
Child hearing program . . Chronic 
disease project grants and studies 

. Training mentally retarded in 
public schools . . . Training sessions 
on civil defense, migrant workers 
problems, food handling, juvenile de- 
linquency . . . Extended home care 
of chronic disease patients 
Housing ordinances and worked with 
slum clearance 

6. Started veterinary public health pro- 
gram to educate veterinarians and 
farmers about animal diseases trans- 
mitted to man . . . Extended public 
health laboratory services . . . Suc- 
cessful polio vaccine programs . . . 
Survey of tuberculosis problem . . . 
Cancer and heart disease control pro- 
grams . . . Cancer detection clinics 
with public health lab doing routine 
cytological tests . . . Extended pre- 
mature program to cover entire state 

. . Coordinated all groups inter- 
ested in water pollution control . . . 
Developed homemaker services . 
Started complete school health pro- 
grams . . . Extended nutrition serv- 
ices . . . Started migrant labor pro- 
grams . . . Poison control centers . . . 
Extended rehabilitation centers 

7. Cooperated in automotive crash in- 
jury study . . . Much talk about 
senior citizen program . . . Referral 
of all patients discharged from uni- 
versity medical center to appropriate 
local health department for public 
health nursing supervision . . . Study 
of occupational health hazards . . . 
Control of retrolental fibroplasia by 


health departments . . . Expanded 
“arthropods of P.H. importance” pro- 
gram and research . . . Medical care 
for indigent administered by health 
department . . . Alcoholism clinics 
. Establishment of “educational 
and scientific fund” in medical soci- 
ety to promote interest in public 
health activities among physicians 
. Study of causes of maternal 
mortality . . . Started circuit courses 
for postgraduate study . . . On-going 
chronic disease clinics in rural areas 
. Interstate meeting of public 
health workers in program develop- 
ment ... Team consultation of health 
educater and rural sociologist for fur- 
thering rural health . . . Held work- 
shop for public health workers on 
consultation technics . . . Increased 
cooperation between state supported 
hospitals and health departments . . . 
Enlarged program of field training 
for student nurses . . . Converted 
extra ‘tuberculosis beds for use of 
chronic disease patients . . . Rabies 
control program . .. State director 
of health education became director 
of program of health and physical 
education for state board of educa- 
tion, also . . . Formed epidemiologi- 
cal committee with set policies which 
forms a team to study and combat 
epidemic outbreaks any place in state 
. Program of health services and 
education to 4-H campers . . . Topi- 
cal fluoride program in a school... 
Routine chest x-rays on all hospital 
admissions . . . Coordinates all para- 
medical participation in annual career 
festival day held at state universities 
. Inservice training program in 
university and related institutions . . 
Community self-survey to get count 
of number of homebound people .. . 
“Meals on wheels” for aged and 
chronically ill . . . Speech therapy 
program for children . . . Crippled 
children program . . . Began opera- 
tion of portable 14x 17 x-ray machine 


. for high incidence groups 


12 
8 
5 
3 
2 
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Table 6—Responses to Question 5: What Do You Need in the Way of 
Community Support for Your Extension Efforts? 


Number 


of 


Rank Replies 


Number 
of 


Rank Replies 


1. Better financing of local and state 
public health services.............. 10 
2. Core of substantial citizens who un- 
derstand and are determined to stay 
well and are willing to insist to legis- 
lature that they be allowed privilege 
of doing so . . . Greater understand- 
ing on part of general public .. . 
More local health councils......... 6 
Support for the proper placement of 
health services under the adminis- 
tration of the health department .. . 
Greater support for extension of local 
. Support for more and better health 
education . . . More support and 
better cooperation from private physi- 
cians . . . Support for the coordina- 
tion of broad programs conducted 
by multiple agencies such as pro- 
grams for the mentally retarded and 
rehabilitation 
Greater understanding and coopera- 
tion from other official agencies and 
some voluntary organizations . . . In- 


ad 


sistence upon a good general health 
program before succumbing to pres- 
sure groups to secure highly special- 
ized activities . . . Support for the 
development and utilization of sound 
evaluation technics................- 2 
. Elimination of restrictive policies by 
national health agencies . . . State 
aid to local health departments . . . 
Support for rewriting local health 
services laws . . . Support for the 
return to local areas of certain tax 
basis now being used by federal and 
state governments . . ., Passage of 
needed local ordinances . . . Sup- 
port for the consolidation of small 
political units into proper sized health 
districts . . . Improvement of public 
health staff morale . . . Documented 
health education material showing 
eflects of expanding population on 
community health problems .. . 
Everything . . . “Faith, hope and 
charity” 


n 


APPENDIX II 


Working Paper No. 2—National Advisory Committee on Local 
Health Departments, National Health Council 


Trends and Needs for Official Community 


Health Services 


As seen by 13 National Voluntary Health Agencies 


The Problem 


% To aid them in developing recom- 
mendations for the National Health 
Council, the long-range planning com- 
mittee of the National Advisory Com- 
mittee on Local Health Departments 
sought to identify the common interests 
of national voluntary health agencies in 
more effective local health services. 


Five questions were posed to 13 national 
voluntary agencies.* All responded. The 
questions were: 


1. What official health services are impor- 
tant to the attainment of your specific agency 
objective? 

* American Heart Association 

American Hearing Society 
American Social Hygiene Association 
Muscular Dystrophy Associations 
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2. What principles have you developed for 
the guidance of your local affiliates in work- 
ing with local official health services? 

3. What recommendations have you given 
affiliates about working with other community 
agencies for the establishment or improve- 
ment of official health services? 

4. Can you cite one or two examples of 
cooperation between a local affiliate and a 
health department that advances your pro- 
gram? 

5. Can you cite one or two examples of 
difficulties because of no health department 
or an ineffective one? 


What Do Voluntary Health Agencies 
Expect from Health Departments? 


The voluntary health agencies reply- 
ing to the five questions about the rela- 
tionship of local official health service 
to their own specific problems or in- 
terests, were unanimous as to the value 
of particular services, and the need to 
cooperate with the official health de- 
partment. They each indicated numer- 
ous health department services that were 
essential to or aided in their own 
activities. 

Only three of the replies, however, in- 
dicated the existence of any advice to 
local affiliates that a part of their job 
was to share in the stimulation and 
support of local adequate health serv- 
ices. The most definite instruction in 
this area is that of the National Tubercu- 
losis Association to its affiliates. These 
are instructed that money and time are 
appropriately spent for activities that 
lead to more adequate health services. 
They are further urged to relinquish as 
soon as possible activities that properly 
belong to an official agency. 

None of the agencies reporting failed 


National Association for Mental Health 

National Foundation for Infantile Paralysis 

National League for Nursing 

National Safety Council 

National Society for Crippled Children 
and Adults 

National Society for the Prevention of 
Blindness 

National Tuberculosis Association 

Planned Parenthood Federation 

United Cerebral Palsy 


to mention the need to cooperate with 
other community services, voluntary or 
official. In a number of instances, how- 
ever, the cooperation was spelled out in 
terms of what services the agency needs 
without any suggestion for reciprocal 
interest in the other organizations’ prob- 
lems. Several urge their affiliates to 
share in local community planning 
bodies. 

Practically none of either the tradi- 
tional, special, or newer services of 
health departments are without impor- 
tance to one or more of the reporting 
voluntary agencies. Public health nurs- 
ing, health education, communicable 
disease control, vital statistics, maternal 
and child health services, and follow up 
were most frequently mentioned obvi- 
ously because they cut across each of 
the specialties. Rehabilitation, case 
finding, case registers, clinics, nutrition 
programs, industrial hygiene and occu- 
pational health services, program plan- 
ning, interpretation of the voluntary 
agency, epidemiological studies are some 
of the other services expected. 


How Do Voluntary Agencies Work 
with Health Departments? 


As to guiding principles for local 
affiliates, perhaps the chief principle is 
to cooperate with health departments— 
and other agencies—in order to make 
most effective use of their own staff and 
funds, to avoid duplication of services, 
to take advantage of services already 
in existence, and to coordinate their own 
programs wih existing ones. 


“Local affiliates are advised to work on 
the presumption of technical competence, in- 
telligence, and good faith of public officials 
as a basis for discovering needs in public 
services and collaborating with public off- 
cials in meeting these needs—also surveying 
local facilities to determine needs.” 

“A well organized health department is 
fundamental to a strong community public 
health service of which public health nursing 
is an integral part.” 

“Adequate medical and public health serv- 
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ices in a community are essential to the de- 
velopment of a strong hearing program .. . 
Chapter participation in community planning 
is essential to sound program development.” 

“A tuberculosis association has a respon- 
sibility for the sound deyelopment of all parts 
of the community's tuberculosis control pro- 
gram in cooperation with other official and 
voluntary agencies.” 

“The accident prevention potential of offi- 
cial health services is called te the attention 
of other community agencies.” 

“Cerebral palsy is a community responsi- 
bility and the voluntary agency’s responsibil- 
ity is to stimulate, demonstrate, and coor- 
dinate to the end that the CP patient gets 
the maximum of service available up to his 
potential to receive it.” 

“We offer cooperation but do not proselyte 
and do not expect to go faster than the health 
officer and his community wishes.” 


Perhaps significant as to the lack of 
common ground between local voluntary 
agencies and health departments is the 
fact that one of the replying agency’s 
instruction which lists every variety of 
social agency that might have relevance 
to its programs, mentions local health 
departments only as being the responsi- 
bility of the Public Health Service. 


Cooperative Successes 


A host of cooperative activities were 
reported on—health council support and 
varied activities focusing community at- 
tention on health problems; projects 
undertaken jointly by the voluntary 
agency and health departments and 
often school boards; health department 
staff made available for community 
projects of the voluntary agency; 
municipal hospitals operating clinics 
financed by local voluntary agen- 
cies; the supreme importance of ade- 
quate health departments in the gamma 
globulin and polio vaccine field trials 
of the National Foundation for Infan- 
tile Paralysis and the present polio im- 
munization campaign; mental health 
instruction; school health services that 
identify incipient conditions leading to 
various handicaps; follow up of dis- 


charged tuberculosis, mental, and other 
patients; joint nursing programs; safety 
programs; and the incorporation of 
planned parenthood services in a health 
department’s maternal and child health 
services. These are but a few samples 
of the various services reported as use- 
ful to the voluntary agencies. 


Where Is There Failure? 


As to examples of failure to find ex- 
pected services, the agencies were nota- 
bly reluctant to be specific. One that 
points to the need for health depart- 
ments to keep in tune with the times 
suggested that in the absence of a good 
health department, there is no natural 
source of supervision for discharged 
mental patients who need to continue 
the use of tranquilizing drugs. The de- 
velopment of community heart programs 
has been hindered by the lack of health 
departments. Increased cost of opera- 
tions and using funds for services that 
should be carried out through tax funds 
were also mentioned. Follow-up serv- 
ices, lack of supporting public health 
nursing services are cited. 


“Where there is no health department or 
an ineffective one, there is a vacuum of serv- 


_ices” (such as are needed to make the program 


effective). 

“In general, the better the public health 
department, the higher the percentage of the 
population to be vaccinated.” 

“Until recently (in a certan ~tate) it was 
difficult to secure a good community-wide ap- 
proach for heart program developments be- 
cause of the lack of strong health departments. 
The present strengthened public health efforts 
are favorably influencing heart programs.” 

“In cities where there are ineffective or 
uncooperative health departments there is a 
loss for the hearing handicapped.” 


And one that is perhaps a model of 
understanding and tolerance. 


“Rather than discuss directly (failures) we 
prefer to answer in terms of a lack of under- 
standing or comprehension of our problems 
by official health agencies which prevents in- 
clusion of persons with muscular dystrophy 
in on-going programs.” 
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APPENDIX III 


Participants in the Working 


Avprecut, Dr. C. acting director, Ohio 
Department of Mental Hygiene and Correc- 
tion, Columbus 

Atten, Gorvon W., staff associate, United 
Community Funds and Councils of America 

Antuony, Froyp, health educator, Anti- 
Tuberculosis League of Cincinnati 

Armstronc, Buiancue, American School 
Health Association, representing Dr. Ber- 
narp Hucues; and health education con- 
sultant, N. Y. State Charities Aid Associa- 
tion 

Aronson, Dr. Jesse B., director, Division of 
Local Health Services, New Jersey State 
Department of Health 

Atwater, Dr. Rectnatp M., executive secre- 
tary, American Public Health Association 


Barr, Dr. Rosert N., executive officer, Min- 
nesota State Board of Health 

Baumcartner, Dr. Leona, health commis- 
sioner, New York City Department of 
Health 

Boyp, Carissa, director, Program De- 
velopment Services, National Tuberculosis 
Association 

Brasuett, C. H., executive director, Pennsyl- 
vania Health Council 

Briccs, W. O., executive secretary, Hamilton, 
Ohio, Community Health Council 

Bry, Itse, American Library Association— 
library associate, New York University- 
Bellevue Medical Center 


Catperone, Dr. Mary S., medical director, 
Planned Parenthood Federation of America 

Cassipy, Mrs. Beatrice P., secretary, Plan- 
ning Committee on Health, Toronto, Canada 

Cosy, Dr. Epwarp W., health director, Port- 
land, Me. 

Conwe.t, Dr. Donatp P., director, Bureau of 
Preventive Medicine, Kentucky State Health 
Department 

Corre, Mary P., supervisor, Division of 
Counseling Services, Cincinnati Board of 
Education 

Craptree, Dr. James A., Head, Department 
of Public Health Practice, Graduate School 
of Public Health, University of Pittsburgh 


Dantets, HeLen, secretary, Health Division, 
Health and Welfare Council of Indianapolis 
and Marion County 


Conference 


Daucu, Cynrtuia A., director, Cleveland Visit- 
ing Nurse Association 

pEForest, Dr. WaALTeER,* health officer, Hamil- 
ton, Ohio 

Derriincer, LILLIAN, assistant chief, Division 
of Nursing, Ohio Department of Health 

Dickinson, WALTER, program director, Ohio 
Tuberculosis and Health Association 

Dixon, Dr. James P., commissioner of health, 
Philadelphia 

Dwork, Dr. Ratpu E., director of health, 
Ohio Department of Health 

Dyer, Dr. Newman H., West Virginia state 
director of health 


Eacie, Grorce, sanitary engineer, Ohio De- 
partment of Health 

Epwarps, Tuomas C., field director, Ameri- 
can Social Hygiene Association 

Ennes, Howarp, director, Bureau of Public 
Health, The Equitable Life Assurance So- 
ciety of the United States 

Everetu, Dr. True B., executive secretary, 
American Osteopathic Association 

Ewatt, Dr. Jack R., director, Joint Commis- 
sion on Mental Illness and Health 


Firex, Dr. ALLAN, director, Local Health 
Administration, Wisconsin State Board of 
Health 


GarLANp, Maurice, regional director, Na- 
st Multiple Sclerosis Society, Monmouth, 

Gertinc, Dr. Viavo A., professor of public 
health practice, University of Michigan 
School of Public Health 

Guwewe J. C., director, Administration and 
Research, St. Louis County Health Depart- 
ment 

Gooptog, Mrs. Lituian, Columbus, Ohio 

Gooptog, Dr. M., health officer, Colum- 
bus, Ohio 

Graber, E. A., acting chief, Bureau of Local 
Health Services, Ohio Department of Health 

Graninc, Dr. Haratp M., medical director, 
Chicago Regional Office, Public Health 
Service 

GretMan, Rosenrt, health educator, Cincinnati 
Anti-Tuberculosis League 


* Deceased 
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Grocan, Tuomas S., Jr., executive secretary, 
Heart Association of Greater Cincinnati 


Hatett, Homer C., executive assistant, Ohio 
Valley Goodwill Industries Rehabilitation 
Center 

Hammerte, Eunice, Advisory Health Board, 
Hamilton, Ohio 

Hanton, Dr. Joun J., chief, Public Health 
Division, U. S. International Cooperation 
Administration 

Hanson, Harry G., director, Robert A. Taft 
Sanitary Engineering Center, Cincinnati 

Harpinc, Dr. Frances, Columbus Hospital, 
Columbus, Ohio 

Harpwicke, Dr. Saran, secretary, Council on 
Professional Practice, American Hospital 
Association 

Haske.t, Mary E., executive director, Ameri- 
can Physical Therapy Association 

Hasson, Hersert H., associate director, Di- 
vision of Medicine and Public Health, 
W. K. Kellogg Foundation 

Hetmuouz, Dr. Henry F., health chairman, 
National Congress of Parents and Teachers 

Hetset, Evise, United Cerebral Palsy, Colum- 
bus 

Hincuuirre, J. Artuur, director, Alcoholism, 
Cincinnati Health Department 

HorrMan, Mrs. W., coordinator, Pro- 
fessional Services, Columbus Hospital, Ohio 

Hopkins, Mary, supervisor, Public Health 
Nursing Association, Hamilton, Ohio 

Horn, H. assistant supervisor, 
Public Health Nursing, Bucks County 
Health Department, Pa. 

Howarp, Dr. Ernest B., assistant secretary, 
American Medical Association 


James, Dr. Georce, American Public Health 
Association—deputy commissioner of health, 


New York City Department of Health 


Keiser, Mrs. Howarp T., chairman, National 
Program Services Committee, United Cere- 
bral Palsy, Cincinnati 

Kerr, Dr. Lorin E., assistant to the executive 
medical officer, United Mine Workers Wel- 
fare and Retirement Fund 

Kesster, Atrrep E., executive secretary, 
Marion County, Ind., Tuberculosis Associa- 
tion 

Kuett, Capt. W. C., U.S.N., U. S. Navy Train- 
ing Center, Bainbridge, Md. 

Kneertm, Artuur, director, Field and Health 
Agencies Bureau, Metropolitan Life Insur- 
ance Company 

Kovar, Epwarp B., assistant director, Re- 
gionalization Study, Health Division, United 
Community Services of Metropolitan Boston 

Kueun, Dr. Cart C., director, Local Health 
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Services, Pennsylvania State Health Depart- 
ment 


Lambert, Cuarzes O., assistant general Sec- 
retary, The Young Men’s Christian As- 
sociation of Cincinnati and Hamilton 
County 

Lascuincer, Betty, rehabilitation consultant, 
Ohio Tuberculosis and Health Association 

Leuman, Dr. Sanrorp P., director of public 
health, Seattle-King County Health De- 
partment 

Lentz, Epwarp A., assistant secretary, Public 
Health Federation, Cincinnati 

Lippitt, Epwarp S., executive director, United 
Cerebral Palsy of Ohio 

Louis, Joun A., executive secretary, Ohio 
Tuberculosis and Health Association 

LucinsunL, Martua, National Advisory Com- 
mittee on Local Health Departments 


Marriott, Apa A., National chairman, Health 
and Safety, National Federation of Business 
and Professional Women’s Clubs 

Martin, Heten H., director, Visiting Nurse 
Association of Cincinnati 

Mason, Kart M., director, Bureau of En- 
vironmental Health, Pennsylvania State 
Health Department 

Mattison, Dr. Berwyn F., secretary of health, 
Pennsylvania State Health Department 

Messner, SHERWOOD A., program services di- 
rector, United Cerebral Palsy Associations 

Mitter, BLancue R., director of health edu- 
cation, Anti-Tuberculosis League of Cin- 
cinnati 

MILLIKEN, SEWALL, executive secretary, Met- 
ropolitan Health Council, Columbus 

Mrs. Jewett, president, Health 
Council of Hamilton, Ohio 

Morris, GERTRUDE, executive secretary, Pub- 
lic Health Federation, Cincinnati 

Murpuy, Joseru G., executive secretary, Anti- 
Tuberculosis League of Summit County, 
Ohio 

Muzzy, Ropert, assistant secretary, Public 
Health Federation, Cincinnati 

Myrtincer, Rosert E., assistant to the secre- 
tary, Public Health Committee, Paper Cup 
and Container Institute 


Naytor, Dr. C. L., American Osteopathic As- 
sociation, Ravenna, Ohio 

Nicuots, J. Irvin, executive secretary, Ken- 
tucky Tuberculosis Association 


Nicnotson, Mrs. Merepitu, Jr., executive 
secretary, Indianapolis Social Hygiene As- 
sociation 

Now.anp, Mrs. Frank, placement secretary, 
Junior League of Cincinnati 
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Orrutt, Dr. Anprew C., Indiana State health 
commissioner 

Ossorne, Mrs. Estee M., assistant director, 
National League for Nursing 


Paprutt, Joun, field counselor, Ohio Tuber- 
culosis and Health Association 

Pace, Water S., Jr., executive secretary, 
Ohio State Heart Association 

Patmiere, Darwin, secretary, Metropolitan 
Health Division, Community Welfare Coun- 
cil, Dayton 

Perkins, Dr. James E., managing director, 
National Tuberculosis Association 

Pertit, Virctnta, executive director, United 
Cerebral Palsy of Cincinnati 

Puatir, Dr. Joun J., professor of preventive 
medicine, University of Cincinnati College 
of Medicine 

Pottockx, Dr. Bruce H., director, Cabell- 
Huntington Health Department, West Vir- 
ginia 

PorterFietp, Dr. Joun D., Special Assistant 
to the Surgeon General, Public Health 
Service 

Pratt, Rutu E., physical therapist, Condon 
School for Crippled Children, Cincinnati 


RatTerMAN, Dr. Heren T., American Medical 
Women’s Association 

Ravuscuensacn, Mrs. Paut E., president, New 
Jersey Council for Local Public Health 
Services 

Reeves, Mary, regional nutrition consultant, 
U. S. Children’s Bureau, Chicago 

Reynotps, GLenn H., director of field service, 
National Association for Mental Health 

Rotuman, Juuius F., AFL-ClIO—Labor Par- 
ticipation Department, United Community 
Funds and Councils of America 

Ryan, Puiu E., executive director, National 
Health Council 


Sanvers, Auice H., secretary, Health Division, 
Milwaukee Community Welfare Council 

Saupertt, Harry A., general medical con- 
sultant, Public Health Service, Denver 

Saunpers, Lucretia ANN, consultant in health 
education, Columbus Hospital, Indiana 

Sawyer, Dr. Witt1AM A., medical consultant, 
International Association of Machinists 

Mrs. Joun T., vice-president, Jack- 
son County Board of Health, Ohio 


Senspacu, Rutu K., field representative, Na- 
tional Association for Mental Health 

Suurr, Mitton L., Conference for Health 
Council Work—executive secretary, Health 
Division, Health and Welfare Federation 
of Allegheny County, Pa. 

Swpat, A. C., administrative assistant, Divi- 
sion of Communicable Diseases, Ohio De- 
partment of Health 

Simms, Duptey L., second vice-president, 
Lions International 

Souts, Jean, R.N., National League for Nurs- 
ing, representing Dorotuy Russy, R.N.— 
tuberculosis consultant, Tuberculosis Nurs- 
ing Advisory Service 

SpaetH, Mrs. Frances, executive secretary, 
Warren County Heart Association, Mason, 
Ohio 

Stice, Sara C., director, Division of Health 
Education, Kentucky State Health Depart- 
ment 

Streit, W. K., director, Health and Hygiene, 
Cincinnati Public Schools 


Taxsot, Dr. Henry P., acting chief, Division 
of Local Health Administration, Connecticut 
State Department of Health 

TuHorneury, Ropert A., executive director, 
Kentucky Heart Association 

Tume tty, Rosert E., health education con- 
sultant, Ohio Department of Mental Health 
and Correction 


Van VoLkensurcH, Dr. V. A., assistant com- 
missioner, Local Health Services, New York 
State Department of Health 

Voyver, Ricuarp F., president, David Graham 
Hall Foundation, Dallas, Texas 


Waker, Marvin E., assistant director, Hos- 
pital Care Corporation, Cincinnati 

Wess, E. S., senior sanitarian, Robert A. Taft 
Sanitary Engineering Center, Cincinnati 

Wiiuiams, Cuester S., director of public 
education, American Cancer Society 

Wizsacn, Dr. Cart A., health commissioner, 
Cincinnati 


Yarre, C. D., sanitary engineer director, 
Robert A. Taft Sanitary Engineering Cen- 
ter, Cincinnati 

Youo, Rosert, director of health education, 
Indiana State Board of Health 
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APPENDIX IV 


Organizations Represented on National Advisory 
Departments 


Committee on Local Health 


Altrusa International 

American Association for Health, Physical 
Education, and Recreation 

American Cancer Society 

American Dental Association 

American Diabetes Association 

American Federation of Labor—Congress of 
Industrial Organizations 

American Federation of Soroptimist Clubs 

American Hearing Society 

American Heart Association 

American Home Economics Association 

American Hospital Association 

American Library Association 

American Medical Women’s Association 

American Nurses’ Association 

American Osteopathic Association 

American Pharmaceutical Association 

American Physical Therapy Association 

American Public Health Association 

American Public Welfare Association 

American School Health Association 

American Social Hygiene Association 

American Veterans Committee 

American Veterinary Medical Association 

Association for the Aid of Crippled Children 

Association of American Medical Colleges 

Association of Junior Leagues of America 

Association of State and Territorial Health 
Officers 

Conference for Health Council Work 

Conference of Municipal Public Health En- 
gineers 

Equitable Life 
United States 

General Federation of Women’s Clubs 

Lions International 

Maternity Center Association 

Medical Social Work Section, National Asso- 
ciation of Social Workers 

Metropolitan Life Insurance Company 

Muscular Dystrophy Association of America 

National Association for Mental Health 


Assurance Society of the 


National Association of Negre Business and 
Professional Women’s Clubs 

National Congress of Colored Parents and 
Teachers 

National Congress of Parents and Teachers 

National Council of the Churches of Christ in 
the United States 

National Council of Negro Women 

National Council of Women of the United 
States 

National Epilepsy League 

National Farmers Union 

National Federation of Business and Profes- 
sional Women’s Clubs 

National Foundation for Infantile Paralysis 

National Grange 

National Health Council 

National League for Nursing 

National Multiple Sclerosis Society 

National Safety Council 

National Sanitation Foundation 

National Social Welfare Assembly 

National Society for Crippled Children and 
Adults 

National Society for the Prevention of Blind- 
ness 

National Tuberculosis Association 

National Urban League 

Planned Parenthood Federation of America 

Public Health Committee, Paper Cup and 
Container Institute 

Spokesmen for Children 

United Cerebral Palsy Associations 

United Community Funds and Councils of 
America 

U. S. Children’s Bureau 

U. S. Junior Chamber of Commerce 

U. S. Public Health Service 

Young Men’s Christian Association, National 
Council 

Young Women’s Christian Association, Na- 
tional Board 
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